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I.  Executive  Summary 


Elders,  advocates,  providers,  legislators  and  state  agencies  have 
observed  the  progress  and  problems  in  delivering  long  term  care  services. 
The  long  term  care  system  has  been  described  in  two  recent  reports  by  the 
Senate  Ways  and  Means  Committee  and  the  Massachusetts  Taxpayers  Foundation. 
These  reports  have  stimulated  interest  in  developing  policies  which  will 
simplify  access  to  services,  address  gaps  in  the  availability  of  services, 
and  create  incentives  for  a  continuum  of  care  that  utilizes  the  most  cost 
effective  level  of  service  that  maximizes  independence. 

The  Long  Term  Care  Work  Group  was  formed  to  address  these  issues.  The 
Work  Group  included  representatives  of  state  agencies,  associations,  provi- 
ders and  advocates.  The  Group  set  a  defined  agenda  to  produce  recommen- 
dations that  could  be  implemented  through  the  FY  1986  budget  process. 
Committees  were  established  to  deal  with  access  and  the  delivery  system; 
expansion  of  non-institutional  services;  long  term  care  and  public  housing; 
employment;  and  the  role  of  rest  homes. 

While  the  membership  of  the  Work  Group_was  broad  based,  it  was  a 
working  body  that  included  only  a  limited  number  of  those  who  are 
interested  in  dealing  with  these  issues.  The  report,  therefore,  will  be 
circulated  to  interested  parties  around  the  state  and  public  hearings  will 
be  held  to  gather  comments  and  suggestions  for  the  final  report. 

The  major  recommendations  of  the  draft  report  are  summarized  below. 

Access  and  Organization  of  the  Delivery  System 

Long  Range 

The  Group  recommends  that  state  government  adopt  the  following  prin- 
ciples and  goals  for  setting  state  policy  on  the  system  of  long  term  care 
in  Massachusetts. 

Principles 

1.  Clients  with  similar  needs  should  be  treated  equitably  without 
regard  to  categorical  eligibility. 

2.  Services  should  be  provided  in  the  most  appropriate  setting,  which 
maximizes  self-sufficiency  and  independence. 

3.  The  system  should  respect  client  freedom  of  choice. 

4.  The  system  should  safeguard  the  quality  of  care  for  clients. 


Goals 

-  A  continuum  of  care  should  be  available  that  meets  clients'  needs  in 
the  most  cost  effective  manner  which  supports  self-support  and  inde- 
pendence. 

-  A  mechanism  should  be  established  to  balance  the  supply  of  institu- 
tional and  community  care  in  a  manner  that  offers  clients  access  to 
the  most  appropriate  care. 

-  A  balanced  supply  of  care  should  be  established  to  provided  services 
in  the  most  cost  effective  manner. 

-  Policy  should  support  and  complement,  rather  than  substitute  for,  the 
care  now  rendered  by  family  members,  friends  and  relatives. 

-  Services  should  be  organized  and  delivered  in  the  community  in  a 
manner  that  reduces  duplication,  improves  coordination  and  assigns 
responsibility  for  coordination  and  case  management. 

-  Access  to  long  term  care  services  should  be  structured  in  a  way  that 
best  meets  the  need  of  clients. 

-  Services  should  be  financed  equitably  among  payors  to  eliminate 
barriers  based  on  eligibility  for  specific  programs. 

The  Work  Group  recommends  that  a  Task  Force  be  established  to  examine 
in  greater  detail  the  models  for  delivering  long  term  care  services  and  the 
alternative  organizational  structures  of  state  agencies  responsible  for 
long  term  care. 

Short  Range 

While  the  longer  range  issues  received  further  study,  the  Work  Group 
recommends  three  short  term  steps  that  will  improve  the  delivery  of  ser- 
vices. 

-  Formalized  arrangements  for  joint  health  and  social  service 
assessments  and  care  planning  which  includes  funding  for  health 
assessments  for  clients  who  are  not  eligible  for  such  service  under 
Medicaid  or  Medicare. 

-  Regular  meetings  to  establish  or  maintain  communication  among  key 
agencies  at  a  local  level. 

-  A  marketing  effort  that  is  coordinated  among  components  of  the  long 
term  care  system. 


Expansion  of  Non- Institutional  Services 


Service  Expansion 

-  Increase  the  availability  of  home  care  services  on  nights  and  weekends  to 
provide  better  supports  for  frail  elders. 

-  Explore  the  expansion  of  Medicaid  coverage  to  include  personal  care. 

-  Include  coverage  of  hospice  benefits  under  Medicaid. 

-  Conduct  demonstration  programs  to  develop  innovative  approaches  to  sup- 
port families  who  care  for  their  frail  older  relatives. 

-  Expand  foster  care  to  elders  who  are  not  eligible  for  Medicaid. 

-  Expand  the  Coordinated  Health  Care  Program,  Managed  Medex  and  related 
programs  that  promote  alternative  service  delivery. 

Full  Payor  Mix  __ 

-  Advocate  for  the  expansion  of  Medicare  coverage  for  alternative  long  term 
care  services. 

-  Establish  sliding  fee  programs  for  non-institutional  services  needed  by 
elders  who  are  not  eligible  for  Medicaid. 

-  Explore  the  development  of  long  term  care  insurance  options. 
Policy  Formulation  and  Monitoring 

-  Establish  a  work  group  to  monitor  and  review  long  term  care  policy 
initiatives. 

-  Establish  formal  channels  for  interagency  coordination  of  long  term  care 
policy  and  program  development. 

Knowledge  Base 

-  Expand  the  Executive  Office  of  Human  Service's  Small  Area  Analysis  to 
include  primary  care  and  mental  health  services  for  elders. 

-  Develop  a  methodology  to  link  the  expansion  of  community  resources  to  the 
formula  for  measuring  the  need  for  institutional  services. 

-  State  agencies  should  work  with  HMOs  to  develop  more  comprehensive 
arrangements  that  will  enable  elders  to  receive  a  continuum  of  long  term 
care  services  from  HMOs. 


Employment 


Wages  and  Benefits 

-  Establish  a  differential  for  community  services  delivered  on  nights, 
weekends  and  holidays. 

-  Analyze  and  review  innovative  health  insurance  programs  and  alter- 
native approaches  for  including  such  benefits  for  in-home  workers. 

-  Enforce  the  wage  policy  for  homemaker  services  to  ensure  that  all 
agencies  comply  with  the  wage  and  statutory  benefits  package. 

Monitoring  and  Quality  Control 

-  Develop  standards  for  certification  of  homemaker  agencies  that  include 
minimum  training  reguirements  and  protocols  for  supervision. 

-  Provide  clients  with  the  DEA  hotline  number  to  report  guestions, 
complaints  or  suggestions. 

Supply  of  Services 

-  Assess  the  impact  of  transportation  on  the  supply  of  homemakers  in  rural 
areas. 

-  Develop  language  training  programs  for  non-English  speaking  homemaker 
staff. 

-  Encourage  homemaker  agencies  to  guarantee  minimum  hours  for  homemakers. 

-  Complete  regulations  that  will  expand  the  role  of  nurse  practitioners  and 
physician  assistants  to  serve  frail  elders. 

Housing 

-  EOCD  should  seek  a  bond  authorization  with  a  goal  to  increase  the  supply 
of  elderly  housing  by  1,500  units,  of  which  700  should  be  congregate 
housing  units  in  addition  to  the  units  presently  approved. 

-  Target  demonstration  funds  for  designing,  implementing  and  evaluating 
models  for  integrating  health,  and  social  services  for  elders  in  public 
housing. 

-  Develop  better  data  on  the  health  and  social  service  needs  of  elders  in 
public  housing. 


-  Expand  the  congregate  housing  program. 

-  Expand  the  EOCD's  support  services  program  for  elders. 

Mental  Health 

-  EOEA  and  DMH  should  continue  their  joint  research. 

-  DMH  should  appoint  a  staff  person  whose  sole  responsibility  will  be  to 
develop  policies  and  programs  to  serve  elders  and  psycho-geriatric 
services  should  be  included  in  the  state  plan. 

-  The  Commissioner  of  DMH  and  the  Secretary  of  EOEA  of  their 
representatives  should  serve  as  ex-officio  members  of  the  Advisory 
Councils  of  the  other  organization. 

-  The  State  should  encourage  research  on  the  causes  and  treatment  of  mental 
disorders  of  elders. 

-  The  mental  health  care  and  home  care  systems  should  develop  better 
communication,  linkage,  and  coordination  on  the  local  level. 

-  DMH  area  boards  should  be  encouraged  to  have  elder  representation  and 
Home  Care  Corporation  should  be  encouraged  to  have  mental  health 
representation. 

-  DMH  should  offer  training,  consultation,  and  education  to  Home  Care 
Corporations,  nursing  homes,  rest  homes,  and  community  health  care 
providers. 

-  All  DMH  service  areas  should  be  encourage  to  have  specialise  geriatric 
teams  and  services  including:  outreach  services,  case  management,  day 
treatment,  and  counseling  services. 

-  All  Home  Care  Corporations  should  develop  memoranda  of  understanding  with 
corresponding  local  mental  health  care  providers. 

-  Each  DMH  service  area  should  have  a  geriatric  psychiatrist  available  to 
evaluate  elders  at  home. 

-  All  DMH  service  areas  should  have  twenty-four  (24)  hour  emergency 
services  and  Home  Support/Family  Relief  services  accessible  to  elders  and 
their  families. 

-  Specialized  Alzheimer's  day  care  centers  should  be  developed  throughout 
Massachusetts  if  the  results  of  the  demonstration  program  are  positive. 

-  DPH  should  examine  special  needs  of  elders  for  substance  abuse  service 
programs. 


-  A  special  commission  should  be  established  by  the  state  for  the  purpose 
of  making  an  investigation  and  study  of  mental  health  services  for  the 
elderly. 

Rest  Homes 

1)  Revising  Regulations 

Revising  regulations  for  the  26  percent  of  rest  homes  having  more  than 
half  of  their  patients  from  DMH  facilities.  New  standards  to  be 
developed  will  involve:  the  dispensing  of  medications;  physician 
visits;  staff  training,  linkages  and  agreements  with  community  mental 
health  resources  and  possibly  social  services.  DHCQ  has  contracted 
with  Harvard  Medical  School  faculty  to  conduct  a  more  detailed  study  of 
the  high  use  of  the  dispensing  of  psychotropic  medications  in  rest 
homes. 

2)  Education  and  Training 

An  education  effort  for  rest  home  staff  related  to  problems  associated 
with  the  dispensing  of  medications  will  be  undertaken  with  medical 
experts  in  the  field  of  pharmacy  and  aging. 

3)  Conventional  Rest  Homes 

Attempting  to  determine  whether  or  not  to  revise  regulations  for 
conventional  rest  homes  in  terms  of  social  services  and  activities. 


ATTACHMENTS 

1.  Employment  Subcommittee  Financial  Estimates 

2.  DPH  Rest  Home  Survey 

3.  Hospice  Report 


I.  Introduction 


A  number  of  key  demographic  trends  are  placing  increasing  demands 
on  the  long  term  care  system  in  Massachusetts.  First,  the  elderly 
population,  which  comprises  12.7%  of  the  total  population  in 
Massachusetts,  has  been  steadily  increasing,  both  in  absolute  numbers 
and  in  proportion  to  the  State's  total  population.  In  addition,  a 
larger  proportion  of  the  Massachusetts'  elderly  population  is  75  and 
over  as  compared  to  the  national  population--41.8%  as  compared  to  39% 
nationally. 

Second,  the-  capacity  of  the  traditional  network  of  families  and 
friends  to  care  for  the  chronically  ill  and  disabled  elderly  has  been 
diminishing  over  the  last  years.  As  of  1980,  25.5%  of  Massachusetts 
elderly  lived  alone.  The  general  aging  of  this  population,  as  well 
as  the  increased  participation  of  women  in  the  work  force,  are  major 
factors  in  this  trend. 

Third,  in  addition  to  there  being  more  elderly  proportionally  in 
Massachusetts,  the  cost  of  living  for  a  retired  couple  is  among  the 
highest  in  the  nation.  The  small  fixed  incomes  many  elderly  receive 
barely  cover  their  basic  shelter  costs,  and  this  situation  is  even 
more  acute  for  a  single  or  widowed  elderly  person. 

While  the  likelihood  of  poverty  increases  with  age,  so  does  the 
likelihood  of  chronic  illness  and  the  need  for  some  form  of  care. 
These  demographic  trends,  particularly  with  respect  to  those  indivi- 
duals 75  years  of  age  or  over,  have  resulted  in  an  increasing  number 
of  older  persons  in  this  State  in  need  of  long  term  care  services  and 
are  thus  at  risk  of  possible  institutionalization.  Long  term  care 
services  are  those  health  and  social  services  which  are  needed  on  an  • 
ongoing  basis  to  help  improve  or  maintain  the  functioning  or  slow  the 
rate  of  decline  of  the  chronically  ill  and  disabled. 

II.  Programs  Offered  Through  the  Medicaid  Division  of  the  Department  of 
Public  Welfare 

Nursing  homes  and  chronic  hospital  care  account  for  the  single 
largest  portion  of  the  Medicaid  budget.  Between  fiscal  year  1977  and 
fiscal  year  1982,  annual  expenditures  for  institutional  long  term 
care  rose  from  $281.9  million  to  $525  million--an  86%  increase. 
During  this  same  time  period,  Medicaid  spending  on  alternative  ser- 
vices increased  from  $5.5  million  to  $20.2  million  annually. 
Although  this  is  a  substantial  increase,  alternatives  to  nursing  home 
care  continue  to  account  for  less  than  2%  of  the  total  Medicaid 
budget. 

While  Medicaid  will  continue  to  pay  for  necessary  institutional 
long  term  care,  the  agency  has  developed  both  mechanisms  and  services 
to  insure  that  the  chronically  ill  or  disabled  are  receiving  the  most 
appropriate  care  in  the  most  appropriate  setting. 
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A.  Case  Management  Screening  Program 

In  1978,  the  Department  of  Public  Welfare  created  the  Case 
Management  Screening  Program  (CMSP)  to  control  access  to  nursing 
homes  by  Medicaid  recipients.  The  goals  of  CMSP  are  both  to 
control  Medicaid  costs  by  reducing  the  number  of  inappropriate 
Medicaid  placements  and  increasing  access  to  nursing  home  beds 
for  those  who  cannot  be  cared  for  at  home. 

The  Case  Management  Screening  Program  is  organized  into  teams 
consisting  of  a  nurse,  social  worker  and  placement  specialist  who 
can  either  be  a  nurse  or  a  social  worker.  The  nurse  and  the 
social  worker  review  nursing  home  applications  to  determine  the 
appropriateness  of  the  placement.  This  review  includes  pre- 
admission requests,  requests  for  changes  in  level  of  care  for 
recipients  currently  living  in  a  nursing  home,  and  continued  stay 
for  private-paying  nursing  home  residents  seeking  Medicaid 
coverage. 

The  screening  process  is  intended  to  serve  three  purposes: 

1.  To  promote  utilization  of  non- institutional  services  by 
individuals  who  can  have  their  care  needs  met  in  a  com- 
munity setting; 

2.  To  prevent  having  Medicaid  recipients  cared  for  in  nursing 
homes  at  more  intensive  levels  of  care  than  needed,  thus 
preventing  recipients  in  genuine  need  of  higher  levels  of 
care  from  having  access  to  these  beds;  and 

3.  To  help  contain  Medicaid  expenditures  by  assuring 
appropriate  utilization  of  services. 

The  Department  is  currently  developing  a  new  component  to  the 
CMSP  that  will  be  available  to  non-Medicaid  eligible  elders  con- 
sidering nursing  home  placement.  CMSP  will  offer  pre-admission 
screening  to  these  private  payers.  It  is  the  Department's  intent 
in  undertaking  this  initiative  to  minimize  unnecessary  institu- 
tionalization and  to  promote  consumer  awareness  of  the  vast  array 
of  community  based  alternatives  to  nursing  home  placement. 

The  Case  Management  Screening  Program  also  offers  assistance 
in  finding  nursing  home  beds  for  diff icult-to-place  patients  who 
are  on  Administratively  Necessary  Day  status,  or  who  are  awaiting 
placement  from  home. 

Presently,  there  are  22  Case  Management  Screening  Teams  which 
cover  most  areas  of  the  State.   In  fiscal  year  1984,  the  Case 
Management  Screening  Program  staff  screened  18,903  requests 
related  to  nursing  home  placement. 


-2- 


B.  Coordinated  Health  Programs 

In  order  to  prevent  older  persons  from  developing  the  need 
for  long  term  care  services,  the  Medicaid  division  has  sought  to 
provide  better  primary  care  to  older  persons  in  the  Commonwealth 
so  as  to  maintain  the  health  status  of  older  individuals  and  to 
avoid  unnecessary  institutionalization.  Medicaid  has  developed 
three  coordinated  health  programs  for  the  elderly  in  an  attempt 
to  encourage  a  shift  in  the  use  of  services  toward  the  least 
expensive  setting  while  maintaining  the  highest  quality  of  care. 
Under  CHP,  the  recipients  choose  a  particular  health  care  plan 
which  may  include  a  case  management  site,  community  health 
center,  a  health  maintenance  organization,  or  a  health  plan  admi- 
nistered by.  a  fiscal  intermediary.  Within  each  plan,  recipients 
choose  a  primary  care  team,  including  one  or  more  physicians  and 
nurse  practitioners.  The  team  acts  as  the  gatekeeper  to  the 
health  care  system  by  either  providing  or  authorizing  all  reci- 
pient care.  These  programs  offer  a  new  form  of  health  care  which 
provide  for  a  primary  care  practitioner  or  team  to  coordinate, 
deliver,  and  monitor  most  of  the  care  the  clients  receive. 

The  three  coordinated  health  plans  for  the  elderly  include; 
a  program  for  the  well -elderly;  a  program  for  frail  elders; 
and  a  nursing  home  primary  care  case  management  program. 

The  program  for  the  well-elderly  consists  of  riMO  or  HMO-type 
care  for  those  persons  who  do  not  require  intensive  long  term 
care  services.  The  Department  now  contracts  with  thirteen  sites 
serving  500  elders  under  this  program.  The  program  for  frail 
elders  in  collaboration  with  EOEA,  consists  of  a  package  of 
alternative  long  term  care  services  casemanaged  by   a  primary  care 
team  and  offered  to  those  older  persons  who  need  a  significant 
amount  of  services  in  order  to  remain  independent.  Nine  sites 
are  presently  being  developed.  The  nursing  home  primary  care 
case  management  program  consists  of  primary  care  teams  who  are 
responsible  for  case  management  of  all  medical  services,  as  in  an 
HMO,  but  to  nursing  home  patients.  This  program  serves  800 
clients  in  Boston  and  nine  other  sites  are  being  planned. 

In  1983,  Governor  Dukakis  signed  into  law  legislation  which 
will  allow  nurse  practitioners  and  physician  assistants  to  pro- 
vide direct  medical  care  to  the  chronically  ill  either  in  nursing 
facilities  or  at  home.  The  legislation  will  allow  nurse  prac- 
titioners or  physician  assistants,  under  the  supervision  of  a 
physician,  to  prescribe  limited  medications  and  therapeutics. 
Increasing  the  authority  of  these  practitioners  will  allow  expan- 
sion of  the  coordinated  care  programs  for  frail  elders  and  the 
nursing  home  primary  care  case  management  programs. 

C.  Non-Institutional  Services 

Massachusetts  has  established  itself  as  one  of  the  nation's 
leaders  in  the  development  of  a  more  rational  long  term  care 
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system.  Medicaid  currently  serves  well  over  9,000  recipients  per 
month  with  non-institutional  long  term  care  services,  which 
include  home  health,  adult  day  health,  and  adult  foster  care. 

1.  Adult  Day  Health 

Adult  Day  Health  programs  offer  nursing,  social,  thera- 
peutic recreation,  nutrition,  case  management,  and  transpor- 
tation services  to  appropriate  persons  who  are  at  risk  of 
Level  II  or  III  nursing  home  placement.  Participants  attend 
a  minimum  of  two  days  weekly,  six-to-eight  hours  a  day.  The 
first  Medicaid  reimbursed  adult  day  health  program  began 
operating  in  1975,  and  served  50  persons.  Over  2,500  persons 
now  receive  adult  day  health  services  each  month  at  53  cen- 
ters dispersed  across  the  State. 

2.  Adult  Foster  Care 

Adult  Foster  Care  places  frail  elderly  persons  who  are  at 
risk  of  nursing  home  placement  with  foster  families,  who  pro- 
vide personal  care  services  and  24  hour  supervision.  There 
is  generally  a  limit  of  two  participants  per  foster  home  to 
insure  that  the  setting  remains  family-like.  Program  provi- 
ders match  and  place  participants  in  foster  homes,  train  the 
foster  families,  monitor  placements  and  participants'  health, 
and  perform  case  management.  Presently,  there  are  nine 
program  providers  which  have  placed  approximately  135  elders 
in  foster  homes. 

3.  Home  Health  Care 

Medicare-certified  home  health  agencies  furnish  part-time 
or  intermittent  nursing  services,  home  health  aide  services, 
physical,  occupational,  and  speech  therapies  at  the  reci- 
pient's place  of  residence.  Home  health  services  are  pro- 
vided only  when  there  is  a  reasonable  expectation  that  they 
will  adequately  meet  the  medical,  nursing  and  relative  social 
needs  of  the  recipient,  in  conjunction  with  family  or  other 
community  resources.  Medicaid  presently  contracts  with  121 
separate  home  health  agencies  throughout  Massachusetts. 

4.  Community- Based  Waiver 

Under  the  authority  of  an  approved  community  and  home- 
based  federal  waiver,  Medicaid  will  pay  for  two  additional 
long  term  care  services--respite  care  and  personal  emergency 
response  systems.  These  two  services  will  be  available  on  a 
limited  demonstration  basis  to  elderly  persons  who  would 
otherwise  be  at  risk  of  institutionalization.  This  community 
and  home-based  waiver  will  enable  approximately  450  people 
each  year  to  continue  to  live  in  the  community,  and  defer 
nursing  home  placement  through  the  provision  of  these  two 
services. 
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a.  Respite  Care 

Respite  Care  is  considered  to  be  one  of  the  most 
essential  home  services  needed  to  support  families  who 
care  for  their  elders  at  home.  Medicaid-reimbursable 
respite  care  will  consist  of  a  range  of  services  such  as 
companion,  adult  foster  care,  adult  day  health,  designed 
to  relieve  the  family  of  an  eligible  elder  from  the 
stresses  and  demands  of  caring  for  that  person.  Failure 
to  adequately  support  this  family  care  system,  which 
still  provides  60%  to  80%  of  the  care  the  frail  elderly 
receive,  would  result  in  an  unnecessary  and  expensive  con- 
tinuation of  the  trend  toward  greater  utilization  of 
nursing  home  care. 

b.  Personal  Emergency  Response  System 

A  Person  Emergency  Response  System  is  a  communication 
mechanism,  such  as  Lifeline,  providing  geographically  and 
socially  isolated  individuals  24-hour  direct  access  to  a 
medical  control  center.  Through  an  electronic  device  an 
individual  will  be  able  to  alert  the  control  center  whe- 
never a  problem  arises.   If  the  subscriber  is  unconscious 
or  unable  to  press  the  button,  a  clock-timer  in  the 
system  communicator  at  the  subscriber's  home  will  ini- 
tiate the  emergency  call. 

D.  Eligibility  for  Medicaid's  Non-Institutional  Services 

The  Medicaid  program  has  moved  aggressively  not  only  to  expand 
the  range  of  community-based  services,  but  also  has  sought  to 
extend  Medicaid  eligibility  so  that  more  older  persons,  at  risk 
of  institutionalization,  would  be  able  to  take  advantage  of  these 
services.  The  Medicaid  spend-down  program  is  based  on  federal 
regulations  which  allow  those  who  would  be  Medicaid  eligible 
except  for  having  excess  income,  to  become  Medicaid  eligible  by 
spending  their  surplus  income  on  health  care.  Presently, 
Massachusetts  maintains  a  six-month  community  spend-down  policy 
which  contains  the  following  perverse  incentives: 

1.  Certain  individuals  cannot  afford  and  therefore  cannot 
obtain,  services  necessary  for  extending  community  care  and 
deferring  institutional ization. 

2.  In  certain  instances,  individuals  seek  costly  and 
inappropriate  hospitalization  in  order  to  incur  medical 
expenses  sufficient  to  meet  a  six  month  spend-down. 

3.  Some  elders  enter  a  nursing  home  prematurely,  in  order  to 
obtain  the  security  of  a  one-month  spend-down. 

In  December,  1983,  Governor  Dukakis  signed  legislation  which 
allows  the  Department  of  Public  Welfare  to  develop  a  one-month 
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spend-down  program  targeted  to  certain  individuals  who  require 
Medicaid  reimbursable  services  on  a  regular  basis  in  order  to 
remain  in  the  community.  The  Department  is  now  awaiting 
necessary  federal  approval  of  its  proposed  program.  This  new 
one-month  spend-down  policy  will  be  directed  to  severely  disabled 
adults  participating  in  Independent  Living  Programs;  individuals 
who  can  predictably  meet  their  one-month  spend-down  each  month 
through  the  use  of  one  service  or  provider,  such  as  adult  foster 
care  participants,  private  duty  nursing  and  renal  dialysis 
patients  or  enrol  lees  in  the  coordinated  health  care  program  for 
the  frail  elderly;  and  individuals  at  risk  of  institutionaliza- 
tion, but  who  can  remain  in  the  community  by  using  medical  ser- 
vices each  month  which  can  be  predicted  to  equal  or  exceed  the 
one-month  spend-down. 

Medicaid  has  thus  moved  both  to  expand  the  number  and  types 
of  services  which  are  necessary  to  allow  an  older  or  disabled 
individual  to  remain  in  the  community,  and  also  to  expand  its 
eligibility  requirements  so  that  those  individuals  can  take 
advantage  of  the  availability  of  a  spectrum  of  non-institutional 
services. 

III.  Executive  Office  of  Elder  Affairs 

A.  Home  Care  Services 

The  Department  of  Elder  Affairs  provides  home  care  services 
to  an  average  of  43,400  clients  a  month  at  a  cost  of  $85  million 
in  FY  '84.  Clients  are  served  on  the  basis  of  their  financial 
eligibility  and  their  need  for  home  care  services.  Elders  are 
income  eligible  for  the  program  if  their  income  is  below  $8,760 
for  a  single  person  and  $11,445  for  an  elderly  couple. 

The  Department  administers  a  fee  program  for  clients  whose 
income  is  between  $7,348  and  $8,760  for  a  single  person  and  bet- 
ween $10,316  and  $11,445  for  a  couple.  Language  included  in  the 
FY  1985  state  budget  will  revise  the  fee  structure  and  allow 
delivery  of  services  to  elders  whose  income  exceeds  the  present 
eligibility  threshold.  These  clients  would  be  charged  the  full 
cost  of  their  services. 

The  Department  has  established  a  goal  to  target  services  to 
those  who  are  at  greatest  risk  of  admission  to  a  nursing  home. 
Successful  targeting  of  services  requires  an  assessment  proce- 
dure that  accurately  measures  the  client's  functional  status. 
The  Department  has  developed  a  new  assessment  process  that  inclu- 
des: the  client's  physical  health  status,  including  a  nutrition 
assessment;  activities  of  daily  living;  instrumental  activities 
of  daily  living;  emotional  and  cognitive  functioning;  social  par- 
ticipation; informal  supports;  physical  environment;  and  finan- 
cial resources.  Priority  for  home  care  services  will  be  given  to 
those  with  the  greatest  levels  of  functional  impairment. 
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In  the  past  year  ,4  the  Department  has  expanded  services  to 
better  meet  client  needs.  Pe.rsonal  care  and  adult  social  day 
care  have  been  added  to  the  list  of  home  care  services.  Personal 
care  is  a  component  of  homemaker  services  that  includes, 
"activities  designed  to  assist  functionally  impaired  clients  to 
remain  at  home.  The  activities  performed  to  assist  the  client 
may  included  the  following:   assisting  with  tasks  of  personal 
hygiene  (including  sponge  bathing,  hair  grooming,  shampooing  and 
combing,  and  footcare  except  nail  cutting),  cleaning  of  personal 
appliances,  such  as  eye  glasses  and  dentures,  shaving,  assisting 
with  bedpan  routines,  assisting  with  eating,  assisting  with  ambu- 
lation and  assisting  with  transfers."  (CMR  3.01  (2)(j)  (2)). 

Social  Day  Care  "provides  an  individualized  program  of  social 
activity  for  elders  who  require  daytime  supervision  because  of 
physical  impairment  or  social  or  emotional  problems  that  impair 
their  capacity  for  self-care.  Activities  of  social  day  care 
include:  assistance  with  walking,  assistance  with  mealtime  acti- 
vities, assistance  with  grooming,  nutrition  services  including  a 
minimum  of  one  meal  per  day  ...  morning  and  afternoon  snacks, 
client  activities  including  planned  recreational  and  social  acti- 
vities suited  to  the  needs  of  participants  and  designed  to 
encourage  physical  and  mental  exercise  and  stimulate  social 
interaction. " 

The  addition  of  these  services,  particularly  personal  care, 
has  improved  the  flexibility  of  the  home  care  program  to  serve 
frail  elders  in  their  homes.  In  the  Fiscal  1985  budget,  the 
legislature  approved  the  addition  of  respite  care  as  a  home  care 
service.  This  service  is  intended  to  support  families  caring  for 
their  frail  relatives.  It  will  allow  caretakers  to  have  time  for 
errands  and  leisure  activities  outside  the  home. 

B.  Channeling  Program 

Massachusetts  is  one  of  10  states  participating  in  the 
National  Long  Term  Care  Channeling  Demonstration,  a  federally 
funded  research  project  whose  primary  qoal  is  "to  marshal  and 
direct  lonq  term  care  resources  in  a  community  in  ways  that  con- 
tain overall  costs."  The  Massachusetts  Channel inq  Site  is  admi- 
nistered at  the  state  level  bv  the  Massachusetts  Department  of 
Elder  Affairs  (DEA)  in  cooperation  with  the  Massachusetts 
Department  of  Public  Welfare  (DPW).  The  Project,  funded  by 
Medicare.  Medicaid  and  the  Department  of  Elder  Affairs,  examines 
the  effectiveness  of  case  manaaement  as  a  technique  to  mobilize 
the  spectrum  of  community  supports  and  services  for  frail  elderly 
cl ients. 

Ten  states  were  selected  to  participate  in  the  Channel inq 
research  demonstration.  Five  of  these  states  will  test  a  "basic" 
Channelinq  model,  which  will  consist  of  a  sinqle  entry  point  for 
case  manaqement.  as  well  as  uniform  client  screeninq.  assessment, 
care  planninq  services  delivery  and  case  monitorinq.  These 
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"basic  model"  states,  Texas,  Maine,  New  Jersey,  Maryland  and 
Kentucky,  are  developing  a  comprehensive  case  management  model  of 
service  delivery  for  the  first  time.  Massachusetts,  which  is 
already  providing  most  of  the  features  of  the  "basic"  channeling 
model  through  the  state  home  care  program,  was  selected  as  a 
"complex"  Channeling  model.  The  other  "complex  model"  states  are - 
New  York,  Ohio,  Florida  and  Pennsylvania.  Each  of  these  states, 
like  Massachusetts,  already  has  an  existing  network  of  community- 
based  services  from  which  to  build  the  more  "complex"  Channeling 
features. 

The  complex  model  includes  all  of  the  components  of  the  basic 
model  as  well  as  several  additional  features  which  strengthen  the 
case  management  role.  These  are: 

1.  The  case  manager  has  authority  over  the  amount,  scope  and 
duration  of  non-institutional  health  and  social  services; 

2.  The  per  diem  rate  covering  all  channeling  services  are  capped 
at  60  percent  of  the  average  skilled  nursing  facility  rate  in 
the  demonstration  area;  and 

3.  Non-institutional  services  are  above  the  Medicaid  eligibility 
level.  These  services  are  available  through  the  use  of 
Medicare  service  waivers.  Medicare  waivered  services  include 
adult  day  health,  foster  care,  transportation,  in-home  ser- 
vices, and  skilled  home  health  as  well  as  other  services. 

The  Department  of  Health  and  Human  Services  selected  the 
Greater  Lynn  Senior  Services,  Inc.,  (GLSS)  as  the  site  for  the 
demonstration  project.  The  Greater  Lynn  area  encompasses  the  city 
of  Lynn  and  the  adjacent  towns  of  Lynnfield,  Nahant,  Saugus,  and  ' 
Swampscott. 

Greater  Lynn  Senior  Services  Inc.  a  private,  non-profit  cor- 
poration is  the  Area  Agency  on  Aging  (Title  III),  and  a  Home  Care 
Corporation.  The  agency  has  established  working  relationships 
with  the  two  local  hospitals,  the  certified  home  health  agency  in 
the  area,  the  nursing  homes,  the  mental  health  center  and  the 
local  Councils  on  Aging.  The  Department  of  Public  Welfare  opera- 
tes a  nursing  home  pre-admission  screening  program  in  the  area. 

The  National  Channeling  Demonstration  Project  ended 
March  31,  1985.  Greater  Lynn  Senior  Services,  the  Department  of 
Elder  Affairs,  and  the  Department  of  Public  Welfare  converted  the 
project  to  the  Coordinated  Care  program. 

The  project  has  yielded  significant  data  on  the  ability  of 
community  care  services  to  support  frail  elders.  The  daily  cost 
per  client,  averaged  over  a  six  month  period,  is  $24.82,  which 

includes  $4.25  a  day  for  administrative  costs  and  $20.57  for  ser- 
vices. Total  annual  costs  will  be  less  than  the  daily  rate  times 
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365  days  since  clients  experience  temporary  admissions  to  nursing 
home  and  hospital  facilities  during  the  year. 

The  demonstration  program  has  generated  yery   useful  data  on 
the  mix  and  type  of  services  that  are  needed  to  maintain  clients 
in  the  community.  Eighty  percent  of  the  services  used  by 
Channeling  clients  were  social  services  ana  20  percent  were 
health  services.  Services  in  each  category  are: 

Social  Services  Health  Services 

Personal  Care  Home  Health 

Respite  Care  Skilled  Nursing 

Housekeeping  Therapies 

Companion  Day  Health 

Home  Delivered  Meals  Adult  Foster  Care 

Transportation  Mental  Health 

Chore  Medical  Supplies 

Adaptive  and  Assistance  Equipment 

Personal  care  comprised  64%  of  the  services  used  by 
Channeling  clients.  Companion  services  was  the  second  most  uti- 
lized service  and  it  totalled  11%  of  service  expenditures. 

The  Channeling  experience  also  highlighted  the  importance  of 
delivering  services  on  nights  and  weekends.  Nearly  50  percent  of 
the  Channeling  clients  received  service  on  nights  and  weekends. 
The  percentage  of  the  total  care  plan  delivered  on  nights  and 
weekends  ranged  from  5%  to  97%.  Ninety  percent  of  the  clients 
receiving  services  on  nights  and  weekends  needed 
homemaker/personal  care,  19  percent  needed  companion  services, 
and  17  percent  needed  home  delivered  meals. 

The  Department  of  Elder  Affairs  has  added  personal  care  as  a 
statewide  home  care  service  based  on  the  results  of  the 
Channeling  program. 

C.  Medicaid  Waiver 

The  Omnibus  Budget  and  Reconciliation  Act  of  1981,  permits 
Medicaid  reimbursement  for  home  and  community-based  services 
for  those  at  risk  of  institutionalization  who  are  not  normally 
covered  by  Medicaid.   In  December,  1983,  the  Departments  of 
Public  Welfare  and  Elder  Affairs  submitted  a  waiver  request  to 
provide  homemaker,  personal  care,  chore,  respite  and  day  care 
services  to  3,300  frail  elders.  To  receive  reimbursement  for 
these  services,  clients  must  be  Medicaid  eligible  and  at  risk  of 
placement  in  a  nursing  home.  Clients  must  meet  the  medical  level 
of  care  criteria  for  placement  in  a  Skilled  Nursing  Facility  or 
Intermediate  Care  Facility.  Waivered  services  will  be  delivered 
through  the  Home  Care  Corporations  throughout  the  state. 

The  Medicaid  Home  and  Community  Based  Waiver  program  broadens 
federal  funding  for  community-based  care.  As  a  demonstration 


-9- 


program,  it  reflects  a  tentative  commitment  by  the  federal 
government  to  community  care.  Expansion  of  the  program  will  be 
debated  as  states  gain  experience  with  the  program  and  can  assess 
its  impact  on  Medicaid  costs  and  the  use  of  nursing  homes. 

D.  Congregate  Housing 

Congregate  Housing  is  a  non-institutional  residential  shared- 
living  environment  which  integrates  the  shelter  and  service  needs 
of  the  functionally  impaired  or  socially  isolated  elder  who  does 
not  require  constant  supervision  of  the  intensive  health  care 
provided  in  an  institution.  Congregate  housing  helps  elders 
maintain  an-  independent  life  style  with  supportive  services. 

In  FY  1985,  217  clients  will  be  served  in  congregate  units. 
Funds  to  construct  the  units  are  provided  by  the  Executive  Office 
of  Communities  and  Development  and  the  Executive  Office  of  Elder 
Affairs  funds  supportive  services  and  staff  to  coordinate 
recruitment,  screening,  tenant  selection  and  service  delivery. 
The  Department  of  Public  Welfare  and  the  Executive  Office  of  Human 
Services'  Office  of  Health  Policy  participate  in  site  selection  to 
assure  that  new  units  are  developed  in  areas  where  there  are 
indicators  of  need  for  publicly  funded  congregate  housing. 

The  Comprehensive  Housing  Act  of  1983,  provided  a  $66.6 
million  bond  authorization  to  construct  1,500  units  of  elderly 
housing.  Half  of  the  funds  were  awarded  in  May,  1984.  This 
award  included  329  units  of  congregate  housing  in  23  communities. 
Additional  awards  of  260  units  in  18  communities  were  made  in 
February,  1985.  Another  bond  authorization  of  $66  million  for 
elderly  housing  is  now  before  the  legislature. 

A  study  of  congregate  housing  in  Massachusetts  has  provided 
the  first  analysis  of  the  program.  They  examined  the  costs  of 
congregate  housing  for  114  residents.  Twenty-one  residents  lived 
in  nursing  homes  prior  to  moving  to  congregate  housing. 

The  average  cost  of  nursing  home  care  for  the  twenty-one 
residents  who  moved  to  congregate  from  Level  III  nursing  homes 
was  $37.20  per  day  or  $1,116  a  month.  The  per  diem  for 
Level  III  care  covers  nursing  services,  room  and  board,  laundry, 
recreation,  and  the  services  of  aides,  orderlies,  dietary  and 
administrative  staff.  It  does  not  include  physician's  services, 
prescription  drugs,  lab  costs,  or  the  services  of  physical  or 
occupational  therapists. 

The  average  cost  of  congregate  care  for  these  former  nursing 
home  residents  was  $880.48  per  month  or  20%  less  than  the  cost  of 
nursing  home  care. 

For  all  114  Congregate  residents  in  the  study,  the  average 
cost  of  social  services  was  $1,500  a  year  and  the  average  cost 
for  health  services  was  $1,300  a  year.  As  it  is  for  nursing  home 


-10- 


care,  the  major  cost  of  congregate  housing  is  the  cost  of  housing 
itself.  Still,  the  total  cost  of  congregate  housing,  with  com- 
munity services  provided  as  necessary,  is  less  than  Level  III 
nursing  home  care.  It  is  also  less  expensive  to  construct 
congregate  units  than  traditional  elderly  housing. 

The  service  costs  of  former  nursing  home  residents  seemed  to 
be  lower  than  the  service  costs  of  congregate  residents  who 
entered  from  either  the  community  or  a  hospital.  The  average 
cost  of  congregate  care  for  former  nursing  home  patients  was 
$880.  a  month.  The  average  cost  for  all  residents  in  congregate 
housing  was  $1,000  a  month. 

The  average  shelter  cost  is  assumed  to  be  equal  for  both 
groups  and  the  variance  is  attributable  to  service  utilization. 
This  finding  suggests  either  that  the  lack  of  alternative 
housing,  rather  than  the  need  for  care,  was  the  primary  reason 
for  placement  of  these  residents  in  a  nursing  home  or  that  the 
client  had  improved  in  a  nursing  home  and  no  longer  needed  that 
level  of  care.  It  also  suggests  that  the  support  and  services 
available  in  a  congregate  facility  prevents  admission  to  a 
nursing  home  for  some  residents. 

Congregate  housing  is  a  cost  effective  housing  and  service 
alternative  for  vulnerable  elders.   It  offers  economies  of  scale 
for  social  service  providers  and  savings  compared  to  the  cost  of 
nursing  home  care. 

While  the  costs  of  congregate  housing  are  less  than  the  cost 
of  Level  III  nursing  home  care,  the  impact  on  state  costs 
requires  further  study.  The  study  noted  changes  in  net  state 
cost  between  care  in  a  nursing  home  and  congregate  housing.  The' 
effect  on  state  funding  varies  by  the  source  of  the  client's 
income.  All  but  $45  per  month  in  client  income  is  applied  toward 
the  cost  of  nursing  home  care  if  the  person  receives  Medicaid. 
Clients  pay  25%  of  their  income  for  rent  in  a  congregate  unit. 

To  determine  the  impact  of  congregate  housing  on  net  state 
costs  will  require  further  analysis  of  the  sources  of  client 
income,  a  comparison  of  the  public  costs  for  financing  congregate 
construction  and  nursing  home  construction,  and  projecting  the 
public  costs  of  a  nursing  home  bed  versus  a  congregate  housing 
unit  over  the  life  of  the  housing  bond. 

Regardless  of  the  impact  on  net  state  cost,  it  is  safe  to 
assume  that  the  state  will  continue  to  finance  the  construction 
of  elderly  housing.   It  is  cheaper  to  construct  congregate  units 
than  conventional  elderly  apartments.  Since  there  is  a  degree  of 
substitution  of  congregate  units  for  nursing  home  beds,  state 
agencies  must  develop  a  methodology  to  reflect  the  increased 
supply  of  congregate  housing  units  in  determining  the  need  for 
nursing  home  beds. 
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services.  The  Work  Group  recommends  that  state  government  adopt 
a  series  of  principles  and  goals  that  will  guide  further  study 
and  development  of  the  system.  The  Group  also  recommends  the 
adoption  of  several  interim,  short  range  steps  that  will  improve 
the  case  management  and  coordination  of  services  to  clients  who 
are  served  by  more  than  one  program  or  provider. 

Principles 

Specific  recommendations  on  the  structure  of  services  should 
be  based  on  the  following  four  general  principles: 

1.  Clients'  with  similar  need  should  be  treated  equitably  without 
regard  to  categorical  eligibility. 

2.  Services  should  be  provided  in  the  most  appropriate  setting 
which  maximizes  self-sufficiency  and  independence. 

3.  The  system  should  respect  client  freedom  of  choice. 

4.  The  system  should  safeguard  the  quality  of  care  for  clients. 


Goals 

Within  these  principles  the  Work  Group  recommends  that 
further  study  of  the  options  and  models  for  delivering  long  term 
care  services  should  be  directed  toward  achieving  the  following 
goals: 

-  A  continuum  of  care  should  be  available  that  meets  clients' 
needs  in  the  most  cost-effective  manner  which  supports  self- 
sufficiency  and  independence. 

-  A  mechanism  should  be  established  to  balance  the  supply 

of  institutional  and  community  care  in  a  manner  that  offers 
clients  access  to  the  most  appropriate  care. 

-  A  balanced  supply  of  care  should  be  established  to  provide  ser- 
vices in  the  most  cost  effective  manner. 

-  Policy  should  support  and  complement,  rather  than  substitute 
for,  the  care  now  rendered  by  family  members,  friends  and  rela- 
tives. 

-  Services  should  be  organized  and  delivered  in  the  community  in 
a  manner  that  reduces  duplication,  improves  coordination  and 
assigns  responsibility  for  coordination  and  case  management. 

-  Access  to  long  term  care  services  should  be  structured  in  a  way 
that  best  meets  the  needs  of  clients. 
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Policy  and  Program  Implications 

Diversity:  Older  people  need  to  have  options  to  decide  how 
and  where  they  will  live  as'  they  grow  older.  Living  options 
should  include  a  range  of  types  of  physical  settings,  a  range  of 
service  arrangements,  and  a  range  of  social  situations. 
Congregate  Housing  is  itself  a  shelter  and  service  option  that 
assumes  a  variety  of  forms.  It  is  the  richness  of  this  diversity 
that  makes  congregate  housing  a  critically  important  option  for 
older  people. 

Coordination:  The  programs  that  are  available  at  present, 
and  new  ones  that  will  be  developed,  fall  under  the  control  of 
different  federal,  state,  and  local  agencies.  When  the  regula- 
tions, funding  mechanisms,  and  mandates  of  such  agencies  are  not 
coordinated  potential  participants  are  unable  to  take  full  advan- 
tage of  the  programs.  For  example,  if  appropriate  congregate 
residents  are  eligible  to  live  in  a  congregate  housing  facility 
with  an  income  of  $12,000,  but  are  eligible  for  services  if  their 
income  is  below  $8,000,  those  in  the  middle  will  have  a  tougher 
time  getting  services.  Improved  coordination  is  needed  between 
the  federal  Departments  of  HUD  and  HHS,  between  Medicare  and 
Medicaid  and  housing  programs,  and_ among  EOCD,  DEA,  DPW,  and 
EOHS,  and  among  local  providers. 

IV.  Committee  Reports  and  Recommendations 

The  Work  Group  was  organized  into  three  committees  that  examined 
organization  and  delivery  of  long  term  care  services,  employment 
issues,  and  the  role  of  rest  homes.  The  organization  and  service 
delivery  committee  had  three  subcommittees  that  dealt  with  access  and 
entry  points;  expansion  of  non-institutional  services;  and  housing, 
health  and  social  services.  The  reports  and  recommendation  of  the 
committees  are  presented  below. 

A.  Organization  and  Service  Delivery 

The  Work  Group  considered  many  aspects  of  the  organization 
and  delivery  of  long  term  care  services  and  client  access  to  ser- 
vices. The  aspects  discussed  included: 

-  initial  access  to  the  system 

-  single  service  versus  multiple  service  clients 

-  coordination  of  the  delivery  system 

-  organization  of  state  agencies 

-  financing  of  services  by  federal,  state  and  private  sources 

Access  to  and  delivery  of  long  term  care  services  is  not  for- 
mally coordinated  among  either  providers  or  payors.   No  entity  or 
organization  is  responsible  for  coordinating  the  assessment,  care 
planning,  referral  and  monitoring  of  the  health,  housing,  and 
social  service  needs  of  frail  clients.  The  Work  Group  discussed 
several  options  for  improving  the  coordination  and  delivery  of 
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tional  services  from  a  second  agency.  In  fact,  a  majority  of 
clients  receive  services  from  only  one  agency.  Referral  of  these 
clients  to  a  "single  agency"  may  add  unnecessary  red  tape.  Other 
clients,  however,  needed  multiple  services,  and  referring  sources 
(hospitals,  nursing  homes)  indicated  that  the  absence  of  an 
agency  designated  to  coordinate  the  assessments,  care  planning 
and  service  delivery  of  a  number  of  providers  meant  duplication 
of  assessments  and  service  time,  confusion  for  clients  and  inef- 
ficient service  delivery. 

As  an  organizational  model  for  long  term  care,  'single 
entry  point'  also  refers  to  the  organization  of  state  agencies 
involved  in'  administering  and  funding  long  term  care  services. 
This  perspective  suggests  that  a  single  state  agency  be  created 
to  operate  all  community  based  long  term  care  services  presently 
funded  through  the  Department  of  Elder  Affairs  and  the  Medicaid 
program.  Locating  all  institutional  long  term  care  services  in 
the  single  state  agency  is  an  additional  aspect  for  this  model. 

The  organization  of  the  non-institutional  service  system 
also  has  extensive  implications  for  access  to  institutional 
services.  While  the  institutional  service  system  is  beyond  the 
scope  of  the  Work  Group's  agenda,  linkages  between  the  two 
systems  are  necessary  to  balance  the  supply  of  institutional  and 
community  based  services  and  access  to  each  system.  One 
organization  suggested  that  the  Case  Management  Screening 
Programs  (CMSP)  might  provide  that  linkage  by  screening  clients 
for  both  aspects  of  the  long  term  care  system. 

The  Work  Group  concluded  that  too  little  is  known  about  the 
effectiveness  of  single  entry  system  at  both  the  delivery  level 
and  the  state  agency  level  to  recommend  such  an  option  at  this 
time.  The  Work  Group  recommends  a  dual  strategy.  The  long  range 
structure  of  the  delivery  system  should  be  subject  to  further 
examination  and  a  study  of  the  options,  including  a  single  entry 
model,  available  for  improving  access  and  delivery  of  services. 
Until  these  recommendations  are  made  and  implemented,  a  series  of 
short  range  steps  should  be  implemented  to  improve  the  coor- 
dination of  services  to  clients  with  multiple  health  and  social 
service  needs. 

Testimony  during  the  public  hearings  reflected  the  varying 
opinions  of  Work  Group  members.  Support,  opposition,  and 
suggestion  for  further  study  were  made.  Several  speakers  cited 
the  difficult  jurisdictional  and  programmatic  changes  that  would 
be  necessary  to  implement  a  single  entry  model.  The  testimony 
supported  the  consensus  of  the  Work  Group  to  initiate  several 
short  range  changes  that  will  improve  coordination  and  give 
further  study  to  the  more  substantial  changes  in  the  delivery 
system. 
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-  Services  should  be  financed  equitably  among  payors  to  eliminate 
barriers  based  on  eligibility  for  specific  programs. 

Discussion 

The  subcommittee  focused  on  two  broad  aspects  of  the 
non-institutional  long  term  care  system  —  access  to  services 
and  the  organization  of  the  delivery  system.  Discussions  of  the 
problems  confronting  the  system  suggested  that  concerns  about 
access  and  organization  are  greatest  for  clients  who  have 
multiple  needs  and  who  have  contact  with  several  components  of 
the  system.  Substantial  numbers  of  elders  receive  service  from 
either  the  .home  care  program  or  a  home  health  agency,  but  not 
both.  Between  25-35  percent  of  the  clients  served  through  the 
home  care  program  also  receive  services  from  or  were  referred  by 
hospitals  and  home  health  agencies.  These  clients  may  have 
contact  with  as  many  as  seven  parties  involved  with  long  term 
care  --  physicians,  home  care  corporations,  home  health  agencies, 
housing  authorities,  nursing  homes  and  the  Medicaid  Case 
Management  Screening  Program.  The  Group  feels  that  clients  with 
multiple  service  needs  are  the  most  logical  starting  point  to 
improve  the  delivery  of  long  term  care  services. 

Entry  Point 

The  Work  Group  debated  the  feasibility  of  a  "single  entry 
point"  long  term  care  system  at  great  length.  The  "single 
entry"  concept  was  considered  from  several  perspectives  during 
the  deliberations.  One  implies  that  all  community, 
non-institutional  long  term  care  services  are  accessible  through 
one  designated  agency.  This  agency  receives  referrals  for  all 
health  and  social  services  needed  by  frail  elders  and  it  performs 
the  following  functions: 

-  determining  eligibility  for  services 

-  assessing  service  needs 

-  authorizing  services 

-  providing  case  management 

-  coordinating  the  activities  of  agencies  serving  the  same 

cl ient. 

This  agency  acts  as  the  gatekeeper  for  all  non-institutional 

services.  The  Work  Group  also  discussed  a  more  limited  version 

of  the  local  agency's  role  that  focuses  on  "coordination"  rather 
than  an  exclusive  "entry  point." 

Frail  elders  may  gain  access  to  long  term  care  services  now 
through  contact  with  hospitals,  physicians,  home  health  agencies 
or  home  care  corporations  depending  upon  their  eligibility  and 
service  needs.   Most  members  of  the  Work  Group  observed  that 
problems  of  access  may  not  require  such  a  substantial  reorganiza- 
tion of  local  service  arrangements.  Problems  arose,  not  with  the 
initial  point  of  contact,  but  with  subsequent  referrals  for  addi- 
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Short  Range  Issues 

Access 

Some  observers  contend  that  the  multiple  agencies  involved  in  the  long 
term  care  system  confuse  elders  and  families  who  need  services  but  may  not 
know  whom  to  call.  There  are  several  points  at  which  access  to  the  long 
term  care  system  is  confusing.  A  spouse  or  caretaker  may  assume  more 
responsibility  for  care  than  they  can  provide.  They  may  not  know  that  help 
is  available  or  where  to  find  it.  Once  the  need  is  identified,  the  care- 
taker may  be  confused  about  which  agencies  provide  the  service  or  what 
range  of  services  are  available. 

Both  examples  may  reflect  problems  with  marketing  rather  than  the  ave- 
nues for  entry  into  the  system.  People  generally  are  unaware  of  the  ser- 
vice system  until  the  need  arises.  Even  good  marketing  programs  may  not 
reach  potential  clients  until  the  need  for  care  occurs.  Marketing  for  long 
term  care  services  is  currently  provider  and  program  based,  rather  than 
system  based.   There  is  no  organized  effort  that  presents  the  full  range 
of  services  and  sources  of  support  to  guide  people  in  seeking  or  selecting 
services. 

What  happens  when  an  elder  or  caretaker  makes  contact  with  the  system? 
The  initial  contact  with  the  long  term  care  system  is  frequently  triggered 
by  the  recognition  of  a  particular  need  or  service.  People  with  multiple 
needs  may  require  contact  with  several  sources  or  be  left  to  arrange  ser- 
vices from  several  providers.  Others  may  assume  only  one  service  is 
needed,  contact  a  provider  and  receive  service  without  an  assessment  or 
discussion  of  options. 

The  current  long  term  care  system  is  often  "client-coordinated."  The 
client  or  caretaker  determines  assistance  is  needed  and  they  search  for 
programs  or  agencies  that  provide  care.  For  other  clients,  there  is  close 
coordination  among  components  of  the  system.  Contact  with  one  segment  sti- 
mulates referrals,  informal  case  conferences  and  follow  up.  The  coor- 
dination is  voluntary  and  reflects  patterns  of  agency  relationships  and 
their  commitment  to  quality  service  delivery.  The  goal  of  an  effective 
entry  point  for  long  term  care  services  should  be  the  creation  of  a  coor- 
dinated system  that  facilitates  access,  permits  client  choice,  reduces 
uncertainty  and  duplication,  and  eliminates  unnecessary  bureaucracy. 

A  statewide  educational  effort  is  needed  to  inform  elders  about  the 
continuum  of  care  prior  to  their  need  for  service.  It  should  inform  the 
public  about  the  array  of  services  available  to  care  for  frail  elders. 
This  educational  effort  should  be  directed  at  consumers  and  providers. 
Physicians  have  a  major  influence  over  referrals  and  client  decisions  about 
the  care  they  obtain.  Physicians  and  hospitals  should  be  kept  aware  of  the 
changing  capacity  of  the  community  care  in  their  area  to  assist  frail 
elders  in  their  home.  Medical  professionals  should  be  encouraged  to 
participate  in  this  informational  effort. 
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Coordination 

Several  interagency  demonstration  projects  are  underway  to  improve  the 
integration  of  services  delivered  by  community  agencies  and  to  formalize 
relationships  among  agencies  serving  frail  elders.  The  Coordinated  Care 
Projects  and  demonstration  programs  under  review  by  EOCO  and  DEA  dealing 
with  the  service  needs  of  elders  in  public  housing  will  test  models  for 
integrating  the  delivery  of  health,  housing  and  social  services.  They  will 
also  alter  the  relationships  among  local  agencies  and  create  more  formal 
mechanisms  for  coordinating  their  activities. 

The  Work  Group  distinguished  between  the  organization  of  services  and 
agency  roles  and  relationships  at  the  local  level  and  the  structure  of 
state  programs  and  agencies.  Members  of  the  Work  Group  (hospitals  and 
nursing  homes)  suggested  it  would  improve  the  planning  and  coordination  of 
services  at  the  local  level  if  a  single  agency  were  given  responsibility 
for  coordinating  assessments,  care  planning  and  case  management  for  clients 
with  multiple  needs. 

It  would  simplify  the  referral  process  for  hospitals  who  may  have  to 
contact  several  agencies  to  complete  referral  and  service  arrangements  for 
elders  being  discharged  from  the  hospital.  It  would  also  clarify  the  roles 
and  responsibilities  for  home  health  agencies,  home  care  corporations  and 
homemaker  agencies  who  serve  the  same  client.  Better  coordination  at  the 
delivery  level  could  minimize  duplication  of  assessments. 

Several  people  testified  that  duplication  exists  among  agencies  using 
their  own  separate  assessment  tools.  Clients  served  by  each  agency  must  be 
addressed  separately  by  the  agency  before  services  are  authorized.  A 
uniform  assessment  instrument  might  be  developed  that  is  common  to  all 
agencies  delivering  non-institutional  services.  In  the  absence  of  a  common 
assessment  form,  agencies  involved  with  the  same  client  might  plan  their 
initial  and  ongoing  assessments  jointly,  and  share  information  to  minimize 
duplication  and  improve  the  service  relationships  with  clients. 

A  number  of  delivery  issues  will  be  addressed  through  improvement  at 
the  delivery  level.  Clients  may  now  undergo  two  or  more  assessments  for 
home  care,  home  health,  coordinated  care,  and  nursing  home  admission. 
Clients  may  have  two  or  more  service  providers  in  the  home.  Both  a  home- 
maker  and  a  home  health  aide  may  be  serving  clients  without  a  mechanism  for 
either  using  a  single  service  provider,  or  coordinating  the  schedules  of 
two  providers  to  deliver  the  best  package  of  service. 

The  following  functions  may  be  considered  for  integration  at  the  deli- 
very level: 

-  case  management 

-  coordination  of  agencies  serving  the  same  client 

-  service  authorization 

-  care  planning 

-  service  monitoring 

Integration  of  one  or  more  of  these  functions  could  occur  in  two  ways. 
A  single  agency  could  be  designated  to  fulfill  the  roles  and  respon- 
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sibilities  agreed  upon,  or  a  consortium  of  agencies  could  develop  local 
agreements  and  a  process  for  achieving  the  goals  of  integration.  The  pro- 
cess for  establishing  local  designations  of  agreements  will  require  further 
discussion. 

Financing 

The  Work  Group  discussed  the  inequities  in  the  present  method  of 
financing  long  term  care  services.  Current  financing  methods  favor  insti- 
tutional over  community  care.  They  fail  to  equitably  allocate  costs  among 
levels  of  government  and  they  create  disparties  in  eligibility  for  ser- 
vices. While  the  problems  are  well  documented,  the  solutions  are  not 
readily  implemented.  .  Most  will  require  comprehensive  federal  legislation 
affecting  Medicare,  Medicaid  or  perhaps  establishment  of  a  new  program. 
Coverage  of  long  term  care  services  through  HMOs  and  private  insurance  has 
received  increased  attention  in  recent  years. 

•  The  Work  Group  reviewed  the  need  for  broader  financing  of  long  term 
care  services  and  the  development  of  an  "all  payor"  system  that  includes 
private  insurance.  Members  of  the  Group  felt  that  private  coverage  of  long 
term  care  benefits  would  have  to  be  rated  and  priced  adequately  for. the  ser- 
vices provided.   If  the  cost  of  coverage  was  prohibitively  high,  the  need 
for  and  potential  source  of  subsidies  should  be  determined  prior  to  the 
availability  of  coverage.  All  insurers  should  be  treated  equally  in  the 
development  of  long  term  care  policies. 

Developing  more  adequate  methods  of  financing  long  term  care  requires 
some  thought  about  the  dimensions  of  the  program  to  be  financed.  Here  again, 
the  linkages  between  the  institutional  and  non-institutional  sides  of  long 
term  care  must  be  drawn.  State  government  should  begin  to  view  all  of  long 
term  care  rather  than  the  components  funded  in  the  different  budgets  of 
separate  agencies.  Once  the  full  state  cost  of  long  term  care  is  apparent. 
in  budgetary  planning,  steps  can  devised  to  determine  how  it  is  to  be 
financed  and  policy  decisions  can  be  made  about  what  is  to  be  financed  with 
state  dol lars. 

The  latitude  available  to  the  state  is  limited  though  promising.  New 
sources  in  financing  for  long  term  care  must  come  from  a  combination  of 
changes  in  federal  policy  and  greater  involvement  of  private  insurance 
companies.  Until  these  components  emerge,  state  government  can  continue  to 
test  new  models  for  financing  care,  such  as  the  Frail  Elderly  Coordinated 
Care  projects. 

However,  the  recent  federal  approval  of  regulations  permitting  risk 
contracts  between  HCFA  and  Health  Maintenance  Organizations  (HMOs)  to  serve 
elderly  Medicare  beneficiaries  offers  further  promise  of  progressive 
changes  in  the  delivery  of  services  to  frail  elders.  A  series  of  waiver 
and  demonstration  programs  over  the  past  five  years  has  shown  that  HMOs  can 
be  effective  in  reducing  hospital  days  by  as  much  as  50%.  The  savings  have 
been  invested  in  broader  benefit  packages  for  elders  with  lower  premiums 
and  little  or  no  copayments  and  deductibles.  Coverage  is  now  available  for 
many  of  the  services  needed  to  support  frail  elders  with  chronic 
conditions.  HMOs  with  risk  contracts  generally  offer  these  services  to 
elders  recovering  from  acute  illnesses. 
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Five  Massachusetts  HMOs  presently  serve  nearly  22,000  elders.  Governor 
Dukakis  and  the  HMOs  have  set  a  goal  to  enroll  125,000  elders  by  the  end  of 
1987.  As  the  state's  HMOs  negotiate  contracts  with  Medicare  and  enroll 
substantial  numbers  of  elderly  Medicare  beneficiaries,  the  options  for 
reaching  the  long  term  care  needs  of  frail  elders  will  grow.  While  the 
four  National  Social  HMO  demonstration  programs  continue,  state  agencies 
can  work  with  our  HMOs  to  explore  potential  linkages  with  the  long  term 
care  system  and  the  enrollment  of  frail  elders. 

HMOs  will  provide  preventive  and  acute  care  services  to  elders  who  also 
have  long  term  care  needs.  The  benefit  packages  of  HMOs  do  not  normally 
include  the  range  of  community  services  needed  by  frail  elders  to  avoid 
institutional  placement  and  support  in  their  homes.  As  Medicare  enrollees 
age  as  members  of  hMOs  and  as  this  prepaid  system  of  care  expands,  HMOs 
should  expand  their  benefit  packages  to  meet  these  needs.  State  agencies 
should  work  with  HMOs  to  develop  this  capacity  to  meet  the  long  term  care 
needs  of  elders  through  HMOs  and  other  prepaid  delivery  systems. 

While  the  need  for  changes  in  federal  policy  and  legislation  are 
apparent,  the  process  for  pursuing  them  is  more  complicated.  The  Work 
Group  supports  the  Policy  Statement  recently  adopted  by  the  National 
Governors'  Association  and  urges  continued  state  involvement  in  the  deve- 
lopment of  national  policy  on  long  term  care. 

Recommendations 

As  work  on  the  long  range  goals  proceed,  the  Work  Group  recommends  the 
adoption  of  a  series  of  incremental  changes  that  are  consistent  with  the 
long  range  goals.  Constructive  incremental  changes  need  not  await  the 
passage  of  complicated  legislation  and  major  revisions  in  the  delivery 
system.  In  fact,  the  continued  development  of  coordination  and  service 
delivery  will  enhance  our  ability  to  make  more  substantial  changes. 

Coordination  and  integration  can  be  improved  by  action  in  three  areas: 

-  Formalized  arrangements  for  joint  health  and  social  service 
assessments  and  care  planning  which  includes  funding  for  health 
assessments  for  clients  who  are  not  eligible  for  such  service  under 
Medicaid  or  Medicare. 

-  Regular  meetings  to  establish  or  maintain  communication  among  key 
agencies  at  a  local  level. 

-  A  marketing  effort  directed  by  frail  elderly  and  family  members  that 
is  coordinated  among  components  of  the  long  term  care  system. 

These  recommendations  use  existing  organizations  to  complete  the  home 
care  (HCC)  and  health  (Home  Health  Agency)  assessment  and  designates  one 
agency  to  fulfill  the  interagency  coordination  and  monitoring  role.   It 
assumes  that  fewer  people  fall  between  the  cracks  and  that  a  well-informed 
agency  network  and  a  carefully  planned  marketing  program  will  meet  the 
needs  of  people  who  do  not  know  where  to  start. 


-19- 


This  recommendation  recognizes  that  people  who  need  .only  home  health 
services  or  only  home  care  services  do  not  require  that  extensive  screening 
and  eligibility  checks  of  a  total  single  entry  system.  It  focuses  on 
clients  who  have  both  social  service  and  health  needs. 

The  Department  of  Elder  Affairs  funded  a  demonstration  program  that 
successfully  tested  the  feasibility  of  this  model.  The  program  was  deve- 
loped by  the  Elder  Home  Care  Services  of  Worcester  and  the  Visiting  Nurse 
Association  of  Worcester.  This  integrated  care  model  included  a  joint 
health  and  social  service  assessment,  coordinated  care  planning,  and  moni- 
toring. The  joint  assessment  included  an  assessment  of  functional  status 
completed  by  the  Home  Care  Corporation  and  a  health  assessment  completed  by 
the  VNA.  The  assessment  was  completed  where  possible  during  a  joint  home 
visit.  Both  agencies  were  able  to  review  and  discuss  conflicting  or  dif- 
ferent impressions  and  conduct  a  more  comprehensive  assessment.  The  joint 
team  was  able  to  develop  a  more  accurate  care  plan,  establish  objectives 
for  each  corresponding  problem  and  need  area,  and  determine  which  agency 
would  serve  as  the  lead  agency  for  monitoring  the  implementation  of  the 
care  plan.  The  demonstration  project  also  developed  the  use  of  a  generic 
homemaker-home  health  aide.  The  assignment  of  one  person  to  perform  both 
sets  of  tasks  reduced  the  number  of  total  hours  of  service  received. by 
clients  in  the  demonstration  program. 

The  Work  Group  recommends  that  the  Department  of  Elder  Affairs  develop 
formal  agreements  between  Home  Care  Corporations  and  Home  Health  Agencies 
to  integrate  the  assessments  of  people  with  both  social  services  and  home 
health  needs.  Home  Care  Corporations  would  issue  RFPs  for  the  selection  of 
home  health  agencies  to  participate.  Because  of  gaps  in  coverage  for  home 
health  assessments,  the  Department  should  allocate  funds  to  pay  for  the 
health  assessments  of  clients  who  are  not  eligible  for  Medicaid  and  whose 
health  assessment  may  not  be  covered  under  Medicare.  The  Work  Group  esti- 
mates that  the  maximum  cost  for  health  assessments  for  non-Medicaid  eli- 
gible clients  would  be  $95,000  a  year,  less  Medicare  reimbursable 
assessments. 

Agreements  with  home  health  agencies  to  carry  out  joint  assessment  and 
care  planning  will  improve  the  delivery  of  services  to  new  clients  who  do 
not  receive  service  from  other  providers.  Those  who  are  already  served  by 
another  provider  would  continue  to  receive  home  care  services  as  they  do 
under  the  present  system.  The  Home  Care  Corporation  could  develop 
agreements  with  more  than  one  home  health  agency  to  insure  maximum  coverage 
and  utilization  of  the  joint  assessment  process. 

Communication  among  agencies  involved  in  the  delivery  of  long  term  care 
services  is  important  to  the  development  of  an  efficient  system. 
Relationships  among  agencies  vary.  There  is  no  formal  channel  for  building 
relationships  and  maintaining  effective  communication  among  agencies. 

The  Work  Group  recommends  that  state  agencies  take  the  initiative  to 
establish  local  forums  for  the  exchange  of  information  and  program  develop- 
ment among  Home  Care  Corporations,  hospital  discharge  planners,  CMSP,  home 
health  agencies,  and  nursing  homes.  These  forums  would  encourage  the 
dissemination  of  program  changes,  service  and  eligibility  expansion,  and  a 
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focus  on  the  service  needs  perceived  by  agencies  in  a  given  area.  One  task 
for  local  groups  might  be  the  development  of  a  coordinated  marketing  stra- 
tegy for  long  term  care  services.  This  marketing  approach  presents  long 
term  care  as  a  continuum  and  explains  each  agency's  role  in  the  system. 

The  local  forums  should  meet  regularly,  establish  a  method  for  orga- 
nizing the  meetings  and  setting  agendas.  State  agencies  should  be 
available  to  initiate  meetings  in  each  area  of  the  state  and  participate  in 
meetings  as  time  and  resources  permit. 

Testimony  at  the  public  hearings  suggested  that  these  local  forums 
might  take  the  form  o.f  local  long  term  care  planning  committees  that  could 
be  linked  to  a  statewide  long  term  care  planning  committee. 

The  road  to  an  effective  and  efficient  long  term  care  system  is  filled 
with  uncertainties,  and  obstacles.  The  participants  in  the  Work  Group 
agree  that  the  present  system  is  inadequate  in  many  ways.  These  recommen- 
dations present  some  concrete  starting  points  that  will  improve  the  deli- 
very of  service,  help  set  the  direction  for  future  changes  and  create 
mechanisms  at  both  the  state  and  local  levels  to  continue  debate  and 
discussion  about  the  problems  within  the  system  and  the  ways  of  addressing 
them. 
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The  Expansion  of  Non-Institutional  Services  Subcommittee 


Discussion 

The  alarming  rise  in  the  cost  of  institutional  long  term  care  programs 
in  the  1970' s  has  forced  policymakers  to  consider  the  viability  of  alter- 
native programs  for  the  1980' s.  Though  research  has  yet  to  produce  conclu- 
sive findings,  there  appears  to  be  a  consensus  among  long  term  care 
professionals  on  the  most  cost-effective  means  of  meeting  future  service 
needs.  Demographic  trends  indicate  that  the  population  in  need  of  long 
term  care  will  increase  in  total  numbers,  and  will  be  less  financially  and 
socially  able  to  remain  in  the  community  without  formal  support.  It  will 
be  less  expensive  and  more  appropriate  to  meet  this  increased  need  for  ser- 
vices with  an  array  of  non-institutional  alternatives  than  with  expansion 
of  the  institutional  system. 

The  federal  government  has  responded  to  the  need  for  more  substantial 
evidence  of  the  cost-effectiveness  of  non-institutional  long  term  care  by 
funding  demonstration  projects,  critical  studies,  and  analytic  research. 
All  of  this  activity  however,  has  yet  to  yield  a  body  of  accurate  data  at  a 
level  of  specificity  useful  to  long  term  care  planners  and  service  provi- 
ders. This  is  due  to  a  myriad  of  research  and  evaluation  problems,  many  of 
which  are  idiosyncratic  to  long  term  care: 

°  Long  term  care  is  a  relatively  new  industry,  and  as  such  generally 
lacks  systemized  data  collection.  Cost,  service,  and  demographic 
data  are  simply  unavailable  in  many  instances.  What  little  infor- 
mation can  be  found  is  often  not  comparable,  due  to  lack  of 
standardization. 

°  Effectiveness  of  services  is  exceedingly  difficult  to  measure  in  long 
term  care  due  to  the  diversity  of  the  population  served  and  the 
nature  of  chronic  illness.  Tested  techniques  which  have  been  used  to 
measure  the  effectiveness  of  acute  health  care  cannot  be  superimposed 
on  the  long  term  care  system,  as  a  goodly  proportion  of  the  long  term 
care  population  have  needs  which  are  social  and  environmental 
rather  than  medical.  In  addition,  the  standard  measure  of  improved 
health  cannot  be  used,  as  the  care  and  treatment  of  the  chronically 
ill  is  meant  to  slow  the  decline  of  poor  health  and  support  indepen- 
dence, rather  than  bring  about  a  cure. 

8  Regulations  and  reimbursement  policies  have  controlled  supply  and 
demand  in  long  term  care,  an  industry  which  is  highly  government  sub- 
sidized. Most  studies  to  date  have  not  separated  out  administrative 
and  financing  structure  from  program  content,  and  evaluated  its 
impact  on  expenditures  and  user  demand.   It  is  therefore  impossible 
to  deduce  from  these  studies  which  services  are  most  necessary,  nor 
how  they  should  be  organized. 

°  The  supply  of  both  institutional  and  community  based, 

non-institutional  services  has  grown  along  parallel  paths.  The 


-22- 


supply  of  nursing  home  beds  has  not  diminished  the  expansion  of 
congregate  housing  nor  the  growth  of  home  care  services.  Neither  has 
the  growth  of  home  care  and  congregate  housing  been  reflected  in  the 
formula  for  measuring  the  need  for  nursing  home  beds. 

We  must  then  contend  with  the  lack  of  any  scientifically  tested 
solutions  to  the  problems  facing  the  long  term  care  system.  The  dimensions 
of  the  need  for  more  community  long  term  care  will  continue  for  the  time 
being  to  be  perceived  rather  than  known;  we  do  not  have  an  adequate 
understanding  of  which  specific  services  are  lacking  in  which  specific 
areas,  nor  how  these  services  should  best  be  combined  to  assure 
substitution  for  institutional  care. 

Even  where  there  is  a  high  level  of  consensus  regarding  the  need  for 
expansion  of  a  specific  service  or  program  (i.e.  mental  health  services  for 
the  elderly;  Alzheimers  programs;  adult  foster  care),  we  do  not  necessarily 
know  what  the  best  means  of  promoting  that  expansion  might  be.  This  is 
because  each  community  service  has  its  own  unique  set  of  issues  and 
problems  which  must  be  better  understood  before  being  addressed.  These 
problems  may  include  inadequate  funding  for  start  up,  and/or  continuing 
operations;  underutil ization  as  an  alternative  to  institutional  care  by 
primary  care  physicians  and  hospital  discharge  planners;  and  unavailability 
of  necessary  personnel  due  to  manpower  shortages.  However,  expansion  of 
non-institutional  services  should  not  occur  for  its  own  sake.  Services 
should  be  expanded  based  on  quality  of  life  and  cost  effectiveness 
principles.  We  should  not  ignore  the  cost  implications  of  adding  or 
expanding  services.  The  community  based  long  term  care  system  should 
develop  cost  control  standards  that  are  fair  and  reasonable.  We  must  apply 
cost  containment  principles  to  the  community  care  system  as  we  do  for 
hospitals  and  other  institutional  services. 

The  need  for  long  term  care  exists  now,  regardless  of  these  aforemen- 
tioned lags  in  technology.  We  must  therefore  rely  on  the  data  and  empiri- 
cal evidence  we  have  on  hand,  and  proceed  with  the  improvement  of  the 
non-institutional  long  term  care  system. 

To  avoid  the  continued  parallel  growth  in  the  supply  of  both 
institutional  and  non-institutional  services,  a  methodology  should  be 
developed  to  guide  the  allocation  of  services.  Decisions  about  the  supply 
of  nursing  home  beds  must  be  made  in  recognition  of  the  availability  of 
non-institutional  services  in  a  given  service  area.  Locating  alternative 
housing  should  be  based,  in  part,  on  the  need  for  and  the  availability  of 
other  long  term  care  services  in  the  area.  A  methodology  to  create  this 
link  can  be  built  on  the  EOHS  "Small  Area  Analysis"  model. 

I.  Service  Development 

To  date,  the  growth  of  the  community  long  term  care  system  has 
occurred  haphazardly,  with  each  state  agency  pursuing  its  own  program 
goals.   If  this  expansion  continues  to  go  unchecked,  there  will  be 
tremendous  potential  for  service  duplication,  conflicting  policy 
directions,  and  overall  system  inefficiency  resulting  in  unnecessary 
costs.  In  addition,  this  piecemeal  system  is  already  extremely  dif- 
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ficult  for  consumers  to  comprehend.  As  the  system  expands,  enhanced 
interagency  coordination  becomes  more  and  more  critical.  Greater 
overall  control  and  oversight  will  be  required  to  assure  quality  of 
care  (particularly  of  in-home  services),  and  accurate  targeting  of 
scarce  resources  to  those  most  in  need. 

While  state  government  must  continue  to  take  major  responsibility 
for  the  development  of  a  rational  community-based  long  term  care 
system,  the  absence  of  significant  financial  support  from  the  private 
sector  and  the  federal  government  (Medicare)  cannot  continue 
unquestioned.   Inequitable  funding  and  insurance  coverage  of  these 
services  has  contributed  to  the  development  of  a  seriously  imbalanced 
system  that  favors  the  poor,  who  are  eligible  for  cash  and  medical 
assistance,  and  the  wealthy,  who  can  afford  to  pay  out-of-pocket  for 
needed  services.  Low-income  and  middle  class  individuals  do  not  have 
adequate  financial  access  to  those  community  services  that  could  pre- 
vent declining  health  and  premature  institutionalization.  This  will 
hold  true  until  there  is  an  all-payer  system.  Recent  Medicare  cut- 
backs have  further  exacerbated  this  problem. 

II.  Assessment  of  Options 

All  of  the  following  options  are  compatible  with  each  other;  the 
alternative  to  each  is  to  do  nothing: 

°  Improve  coordination  among  relevant  agencies  to  assure  coherent 
state  policy  formulation  and  implementation,  through  formal  review 
mechanisms  and  information  sharing,  and  interagency  agreements. 

°  Continue  collecting  and  analyzing  data  on  need  for  specific  ser- 
vices (EOHS/OHP  small  area  analysis),  and  use  towards  the  develop- 
ment of  a  long-range  service  development  plan. 

°  Expand  the  scope  of  the  small  area  analysis  to  include  additional 
services  such  as  mental  health  and  primary  care.  Supplement  these 
findings  and  those  of  the  original  analysis  with  additional  surveys 
of  local  need/demand,  which  could  be  administered  through  the  Home 
Care  Corporations  and  AAA's. 


o 


Expand  on  current  initiatives  such  as  Coordinated  Health 
Care/Managed  Health  for  the  Frail  Elderly,  and  Managed  Medex  Plans, 
which  simultaneously  increase  access  while  encouraging  cost- 
effectiveness  and  service  integration  at  both  the  state  and  local 
levels. 

Act  on  existing  information  on  service  gaps  by  developing  pilot 
demonstration  programs  with  comprehensive  evaluation  requirements. 

Work  toward  minimizing  financial  disincentives  to  community  care  by 
beginning  development  of  an  all-payor  system.  This  can  begin  with 
state  funding  for  non-Medicaid  eligibles,  and  advocating  for 
changes  in  insurance  and  Medicare  coverage  of  alternative  services. 
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III.  Recommendations 

As  previously  stated,  all  of  the  options  are  compatible  with  each 
other.  Therefore,  it  is  recommended  that  we  go  ahead  with  all  of  the 
options. 

1.  To  improve  upon  our  knowledge  base  so  that  we  can  make  informed 
and  consistent  decisions,  the  state  should: 

°  continue  collecting  data  on  service  need.  The  EOHS/OHP  small 
area  analysis  should  be  expanded  to  include  additional  services 
such  as  primary  care  and  mental  health  for  the  elderly.  The 
findings  should  be  corroborated  by  local  level  service  demand 
information,  which  can  be  collected  through  the  Home  Care 
Corporations  and  AAA's.  This  would  require  a  1  FTE,  and 
approximately  $5,000  to  complete. 

°  implement  the  study  now  being  developed  by  the  Department  of 
Elder  Affairs  and  Mental  Health  on  the  mental  health  service 
needs  of  the  elderly,  which  is  scheduled  for  completion  in 
early  1985.  This  study  will  include  recommendations  on  how  to 
best  increase  access  to  and  availability  of  mental  health  ser- 
vices for  the  elderly. 

°  explore  issues  regarding  the  provision  and  funding  of  guardians 
or  conservators  for  elders  who  are  incapable  of  managing  their 
own  affairs,  and  for  whom  there  is  no  relative  capable  of  or 
willing  to  assume  that  responsibility. 

2.  To  assure  consistent  policy  formulation  and  implementation: 

°  a  standing  work  group  should  be  established  which  would  be 
responsible  for  ongoing  monitoring  of  this  task  force's  recom- 
mendations, and  early  review  of  any  long  term  care-related 
policy  initiatives; 

°  formal  channels  for  interagency  information  sharing  should  be 
established;  and 

°  interagency  agreements  should  be  developed. 

3.  To  gain  the  most  advantage  from  progress  made  to  date: 

°  the  state  should  continue  to  support  expansion  of  Medicaid's 
Coordinated  Health  Care  Program  for  the  Frail  Elderly,  Managed 
Medex,  and  other  related  programs  that  promote  efficient  and 
effective  delivery  of  alternative  services; 

°  comprehensive  evaluations  of  new  programs,  such  as  the 
Alzheimers  Day  Health,  and  the  Medicaid  2176  Waiver  programs 
should  be  conducted,  to  determine  which  features  should  be 
replicated  elsewhere  in  the  state;  and 
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°  the  use  of  currently  available  services  should  be  encouraged  as 
alternatives  to  institutionalization.  This  can  be  accomplished 
through  a  series  of  local  workshops,  the  dissemination  of  writ- 
ten materials,  public  service  announcements,  and  other 
marketing  strategies  targeted  to  providers,  discharge  planners, 
and  consumers.  Approximately  $55,000  would  be  needed  to  imple- 
ment this  recommendation. 

4.  To  work  towards  achieving  a  full  payer  mix: 

°  a  subsidy/sliding  fee  program  for  low-income  non-Medicaid  eli- 
gible clients  who  could  benefit  from  Medicaid  services  such  as 
adult  day  health  and  adult  foster  care  should  be  developed. 
This  program  could  be  administered  by  DEA.  Assuming  a  50%  cost 
sharing,  $100,000  could  serve  approximately  100  clients 
annually. 


o 


the  state  should  actively  advocate  for  expansion  of  Medicare 
coverage  of  alternative  long  term  care  services;  and 

°  the  state  should  develop  a  strategy  for  expanding  coverage  of 
these  services  by  private  insurers. 

The  development  of  long  term  care  insurance  raises  many  policy 
issues  concerning  pricing,  marketing,  and  subsidization,  which 
should  be  open  to  public  debate  by  all  involved  parties.  The 
active  participation  of  the  health  insurance  industry,  including 
all  commercials  as  well  as  Blue  Cross/Blue  Shield  of 
Massachusetts,  Inc.,  should  not  only  be  soli- 
cited but  welcomed. 

5.  To  proceed  with  controlled  expansion  of  those  services  where  the 
need  for  expansion  has  been  determined: 

°  a  training  program  for  Home  Care  casemanagers  and  Community 
Mental  Health  Clinic  staff  should  be  developed,  so  that  they 
may  benefit  from  each  other's  expertise  in  gerontology  and  men- 
tal health.  This  training  program  would  not  require  any  addi- 
tional funding. 

0  the  state  should  invest  in  increasing  the  availability  of 
weekend  and  evening  home  care/ personal  care  services.  The 
current  rate  structure  should  be  scrutinized,  and  an  increase 
in  Medicaid  coverage  of  personal  care  should  be  explored.  This 
would  require  .5-1  FTE.  For  estimates  of  additional  service 
costs,  please  see  the  Employment  Subcommittee  Draft  Report. 

°  funding  should  be  made  available  to  DEA,  to  develop  demonstra- 
tion projects  with  comprehensive  evaluation  components.  These 
demonstrations  should  include  innovative  means  of  supporting 
families  in  their  efforts  to  care  for  their  elderly  family 
members. 
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°  Medicaid  should  begin  developing  regulations  so  that  Hospice  can 
be  a  Medicaid-reimbursable  service  by  FY  '86.  According  to  OHP 
survey  data,  102  additional  inpatient  beds  will  be  needed  at 
approximately  $66/day.  At  this  time  it  does  not  appear  that 
most  hospices  will  choose  to  participate  in  Medicare.  These 
beds  can  be  expected  to  generate  approximately  $2  million  in 
new  costs;  it  cannot  be  projected  at  this  time  what  proportion 
will  be  borne  by  Medicaid. 

6.  To  link  the  expansion  of  institutional  and  non-institutional 
services. 

°  State  agencies  should  develop  a  methodology  that  guides  the 
growth  and  supply  of  institutional  and  non-institutional 
services.  The  methodology  should  measure  the  need  for 
institutional  services  as  the  supply  of  community  based 
non-institutional  services  expands.  The  methodology  will  allow 
agencies  to  make  informed  decisions  about  the  need  for  services 
along  the  continuum  of  care  in  local  service  areas. 
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MENTAL  HEALTH  AND  THE  ELDERLY 


Elders  in  need  of  mental  health  services  increase  as  the  population  of 
people  over  65  grows  each  year.  Elders  have  a  higher  prevalence  of  mental 
health  needs.  As  many  as  25%,  or  305,000,  of  Massachusetts  elders  have 
significant  mental  health  problems.  Between  10-15%  of  the  general 
population  have  similar  needs.  Yet,  throughout  the  U.S.  only  4-5%  of  the 
people  served  by  community  mental  health  centers  are  over  65.  Elders  only 
represent  approximately  2%   of  the  clients  of  private  psychiatrists  and 
psychiatric  clinics.  The  mental  health  needs  of  elders  in  this  country 
exceeds  their  access  to  care. 

A  joint  DMH/EOEA  Elderly  Mental  Health  Services  Survey  was  conducted  to 
assess  the  mental  health  needs  of  elders  in  Massachusetts  and  the  extent  to 
which  they  are  being  met  by  our  service  programs.  The  survey  was  a 
preliminary  effort  to  assess  the  general  strengths  and  weaknesses,  services 
and  service  gaps  to  elderly  consumers  in  the  state.  The  survey  was 
intended  to  identify  the  major  trouble  spots  as  well  as  to  discover  where 
services  are  being  provided.   It  was  not  designed  as  a  complete  description 
of  the  system,  nor  was  it  designed  to  measure  the  effectiveness  of  present 
services  or  their  methods  of  delivery. 

Future  surveys  by  either  the  DMH  or  the  EOEA  may  build  upon  the 
foundation  of  knowledge  collected  by  this  survey.  A  statewide  list  of 
"model  programs,"  as  defined  by  survey  respondents,  was  collected.   In 
addition,  the  DMH  survey  yielded  a  list  of  specialized  elder  mental  health 
programs.  These  lists  may  stimulate  more  in-depth  research. 

Methods 

The  surveys  were  designed  jointly  by  representatives  of  the  central 
offices  of  DMH  and  EOEA.   It  was  agreed  that  the  surveys  would  be 
coordinated  so  that  perceptions  from  each  agency's  field  personnel  would  be 
comparable.  The  surveys  were  also  taylored  to  reflect  differences  between 
the  systems. 

The  survey  included  training,  the  existence  of  specialized  staff,  the 
identification  of  model  programs  in  the  area,  available  resources  for 
inpatient  admissions  and  evaluations,  and  the  relationship  between  DMH  area 
offices  and  the  EOEA  Home  Care  Corporations/Area  Agencies  on  Aging 
(HCC/AAA).  In  addition,  the  DMH  survey  asked  respondents  to  complete  a 
chart  on  service  needs,  programs,  and  gaps.  Both  agencies  also  encouraged 
respondents  to  discuss  any  issues/problems  that  were  not  addressed  by  the 
survey. 

Three  indices  were  developed  to  measure  service  needs,  the  extent  of 
specific  service  needs  and  the  availability  of  services.  The  second  and 
third  measures  were  intended  to  determine  how  well  the  area's  resources 
were  matched  to  the  perceived  needs  for  services  to  elders. 
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Summary  of  Survey  Results 

Training 

The  quality  and  quantity  of  training  varies  considerably  across  the 
state,  yet  most  DMH  areas  and  EOEA  HCC/AAAs  receive  and  provide  some 
training  on  geriatric  mental  health  care.  Though  training  is  not 
specifically  funded  by  the  Executive  Office  of  Elder  Affairs,  staff 
interest  and  initiative  has  developed  several  programs.  EOEA  results  show 
that  21  out  of  27  agencies  receive  some  training,  primarily  from  the  mental 
health  care  system. 

However,  twenty-irine  out  of  forty  DMH  areas  report  that  their  staff 
does  receive  some  geriatric  mental  health  care  training  through  in-service 
program,  and  local  University  or  hospital  programs. 

Many  of  the  same  DMH  areas  which  receive  training  also  provide  training 
on  a  regular  basis.  Thirty  DMH  areas  provide  training;  twenty-seven  of 
those  thirty  areas  provide  training  for  nursing  home  staff.   DMH  staff 
provide  training  to  local  community  service  providers,  Homemakers,  Home 
Health  Aides,  Visiting  Nurse  Agencies,  and  Home  Care  Corporations.  - 

The  majority  of  HCC/AAAs  do  not  provide  training  to  other 
organizations.  However,  seven  agencies  do  provide  training  on  depression, 
loss,  grief,  crisis  intervention,  and  protective  services  to  various 
support  groups  for  elders  and  volunteers  in  the  companion  programs  and 
senior  aide  programs. 

The  most  common  topics  for  training  include  Alzheimer's  Disease,  death 
and  dying,  grief  and  loss,  protective  services,  pyscho-pharmacology, 
assessment/evaluations/consultations,  behavior  management,  and  general 
aging  issues. 

Specialized  Staff 

Thirty-five  DMH  areas  have  geriatric  mental  health  specialists 
available.  Four  of  the  EOEA  agencies  reported  no  knowledge  of  geriatric 
mental  health  specialists  in  their  areas.  Although  DMH/EOEA  service  areas 
vary,  EOEA  knowledge  of  the  availability  of  a  specialist  appears  generally 
accurate.  Specialists  tend  to  be  located  in  partnership  clinics  or  in  DMH 
purchase-of-service  programs. 

Formal  Written  Agreements 

Although  few  DMH  areas  offices  reported  formal  written  agreements 
approximately  half  of  the  HCC/AAAs  have  formal  written  agreements, 
memoranda  of  understanding,  contracts  or  referral  procedures  with  mental 
health  provider  agencies.  In  addition,  several  of  the  EOEA  agencies  are 
developing  such  agreements.  This  is  consistent  with  DMH  area  reports  that 
although  the  area  office  may  have  no  agreements,  they  are  aware  that 
agreements  exist  between  their  partnership  clinics  or  contracted  programs 
and  the  EOEA  agencies. 


-29- 


In  response  to  a  EOEA  question  regarding  reciprocal  training 
agreements,  the  majority  of  the  HCC/AAAs  report  that  no  such  agreement 
exists  between  the  HCC/AAAs  and  the  mental  health  agencies.  The  few 
agencies  who  have  reciprocal  agreements  focus  on  consultation  rather  than 
training. 

Acute  Inpatient  Admissions  and  Evaluation 

The  survey  question  about  acute  inpatient  resources  generated  the  most 
reaction.  The  EOEA  survey  asked  specifically  about  the  availability  of 
specialized  geriatric  units.  Only  thirteen  EOEA  agencies  reported  such  a 
unit  was  available  in  their  area.  The  DMH  survey  asked  a  broader  question 
about  the  availability  of  any  inpatient  resources  for  elders.  It  then 
asked  areas  to  identify  the  location  of  the  resource  -  area  unit, 
specialized  DMH  unit,  acute  general  hospital,  or  private  psychiatric 
hospital.  Finally,  the  DMH  survey  asked  if  there  are  problems  with  these 
resources. 

All  forty  DMH  areas  reported  the  availability  of  some  resources  for 
acute  inpatient  admissions/evaluations.  However,  seven  areas  reported  that 
the  only  available  resource  is  the  general  area  unit.  Another  seven  areas 
reported  no  available  DMH  resources;  elders  in  need  of  acute  admission  in 
these  areas  must  be  admitted  to  either  an  acute  general  hospital  or  a 
private  psychiatric  hospital.  Thirty-four  areas  (85%)  reported  problems 
with  inpatient  resources  for  elders  in  their  area. 

Model  Programs  (Appendix  A) 

The  model  programs  attached  in  Appendix  A  have  not  been  uniformly 
evaluated  to  receive  the  designation  "model."  Each  survey  asked 
respondents  to  identify  any  programs  in  their  area  that  respondents  felt 
would  be  useful  models  elsewhere  in  the  state.  The  attached  list  is  a 
compilation  of  survey  responses  from  each  agency.  Programs  listed  by  both 
agencies  are  listed  with  an  asterisk. 

Inter-agency  Referrals 

Inter-system  referrals  varied  widely.  The  numbers  are  often  estimated 
and,  in  some  cases,  they  do  not  reflect  referrals  made  for  particular 
services.  Responses  to  both  agencies'  survey  reflect  that  the  bulk  of 
referrals  are  made  by  EOEA  agencies  to  mental  health  agencies.  The  mean 
number  of  referrals  from  DMH  to  EOEA  is  approximately  19,  while  the  mean 
number  from  EOEA  to  DMH  is  approximately  46. 

In-home  psychiatric  evaluations  of  Protective  Services  Clients 

Twenty-one  out  of  thirty-nine  DMH  respondents  report  that  their  area 
either  funds  or  provides  in-home  psychiatric  evaluations  for  protective 
services  clients  of  the  Home  Care  programs.  In-home  protective  service 
evaluations  are  not  available  in  4  Home  Care  Corporations  and  are  only 
available  on  a  limited  basis  in  9  Home  Care  Corporation  areas.  Difficulties 
in  accessing  psychiatrists  for  in-home  evaluation  creates  serious  problems. 
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DMH  Chart  -  Needs,  Service,  Gaps 

The  DMH  survey  contained  a  chart  which  asked  for  information  about  each 
area's  need,  programs,  and  service  gaps  for  eleven  broad  service 
categories.  Each  of  these  measures  was  aggregated  for  each  service 
category  (see  Table  III).  It  was  assumed  that  a  serious  gap  in  a  service 
category  probably  exists  if  three  conditions  are  simultaneously  met;  first, 
if  respondents  believe  that  serious  need  for  that  service  exists  (i.e.  need 
scores  cluster  around  "10").  Second,  if  there  are  few  existing  programs  to 
service  this  need.  And  third,  if  most  respondents  to  the  survey  perceive 
there  to  be  a  service  gap.  In  many  cases,  even  where  area  programs  do 
exist,  many  respondents  checked  "YES,"  a  service  gap  does  exist,  noting 
that  capacity  in  the  -existing  program  is  insufficient  to  meet  area  needs. 

Given  these  criteria,  the  service  categories  which  are  most  in  need  of 
further  development  across  the  state  are  Home  Support/Family  Relief, 
Emergency  Shelter/Residential,  Day  Services,  and  Aftercare/Continuing 
Treatment.  Responses  to  the  other  seven  categories  showed  less  of  a 
pattern  across  the  state.  However,  it  is  important  to  bear  in  mind  that 
particular  area  needs  may  not  be  accurately  reflected  in  the  state 
patterns. 

DISCUSSION 

The  mental  health  and  behavior  of  elders  are  effected  by  sociological, 
psychological,  and  physiological  factors  of  the  aging  process.  However, 
the  mental  health  needs  of  elders  are  not  homogenous.  The  characteristics 
and  rates  of  change  of  these  factors  differ  from  individual  to  individual. 
Additionally,  the  nature  of  the  mental  disorders  elders  experience  may  be 
either  chronic  or  acute.  Some  elders  have  experienced  long  term 
institutionalization  due  to  chronic  mental  illness,  while  others  living  in 
the  community  may  have  either  acute  problems;  i.e,  stemming  from  loss  of  a 
loved  one,  or  chronic  mental  illness;  i.e,  stemming  from  organic  causes. 

The  survey  identified  numerous  services  throughout  the  state  which 
serve  the  mental  health  needs  of  elders.  Yet,  it  is  clear  that  many  of 
these  needs  are  not  being  met.  What  are  the  barriers  to  meeting  these 
needs?  Three  issues  play  an  important  role.  First,  the  attitudes  and 
problems  of  elders;  second,  the  myths  and  values  of  our  society;  and  third, 
the  attitudes  and  misconceptions  of  clinicians  and  other  professionals. 

Elders  are  devalued  in  modern  American  society.  The  aged  are  expected 
to  graciously  step  back  and  prepare  to  die.  In  fact,  there  is  a  belief 
that  elders  are  not  competent  to  actively  participate  in  normal  activities, 
such  as  employment.  The  myth  is  that  with  age  comes  senility.  Since  elders 
are  supposed  to  act  oddly,  there  is  often  little  attention  given  when  an 
elder  displays  behavioral  or  psychological  difficulties.  The  resources 
which  could  serve  elders  with  mental  health  needs  are  focused  toward  the 
young,  who  are  more  visible  and  more  highly  valued  by  our  society. 

This  ageism  is  internalized  by  many  elders  themselves  who  develop  low 
self-esteem  and  who,  also,  believe  that  senility  and  psychological  problems 
are  to  be  expected.  In  addition,  elders  do  not  tend  to  seek  traditional 
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mental  health  services  because  of  the  stigma  their  generation  has 
traditionally  attached  to  these  services.  Other  barriers  which  elders  face 
include:   isolation  and  lack  of  awareness  of  services,  frail  health,  lack 
of  transportation,  and  lack  of  financial  resources. 

Clinicians  and  other  health  and  mental  health  professionals  tend  to 
avoid  serving  elders.  Some  share  the  misconception  about  senility  being 
normal.  Many  believe  it  is  more  difficult  for  elders  to  change  and  even  if 
they  do  respond  to  treatment,  it  is  devalued  because  they  will  not  live 
long.  Some  therapists  worry  about  role  reversal  occurring  in  therapy  or 
wrongly  treat  elders  as  dependent  children.  Finally,  clinicians  avoid 
elders  due  to  the  fear  of  their  own  aging  and  mortality. 

In  spite  of  these  barriers,  some  elders  are  receiving  effective  mental 
health  services.  Strategies  should  be  developed  to  improve  access  of 
elders  to  mental  health  services.  Mental  health  care  must  be  well 
integrated  into  the  long  term  care  system  to  improve  its  overall 
effectiveness. 

An  additional  concern  which  influences  the  utilization  rates  of  mental 
health  services  by  elders  is  whether  the  programs  are  specifically  designed 
to  serve  elders  and  employs  staff  who  have  special  training  and  expertise  in 
geriatric  mental  health  care.  Elders  are  a  unique  population  which  require 
a  different  approach  by  service  providers.  In  particular,  elders  require 
more  outreach  and  they  are  often  more  resistant  than  others  to  intervention. 
In  addition,  elders  are  likely  to  suffer  from  particular  mental  illnesses, 
i.e.,  depression  and  dementia.  Medications  effect  elders  differently  as 
well,  so  medical  personnel  need  special  training.  Clinicians  must  be  more 
acutely  aware  of  financial,  physical,  and  social  limitations ,' too.  These 
factors  suggest  that  specialized  geriatric  mental  health  programs  can 
provide  the  best  services  for  elders  and  should  be  developed  whenever 
possible. 

Specialized  outreach  services  are  particularly  important  to  overcome 
several  major  service  barriers;  problems  of  elder  isolation,  transportation 
difficulties,  and  the  barriers  faced  by  elders  who  are  too  frail  to  travel. 
It  is  particularly  important  to  do  outreach  to  engage  resistant  elders  and 
non-self  referred  elders.  This  service  need  was  particularly  stressed  by 
Home  Care  agencies  in  surveys  responses.  Although  31  out  of  40  Department 
of  Mental  Health  Area  offices  reported  having  outreach  services,  only 
eighteen  of  these  outreach  services  are  geared  specifically  for  elders. 
Indeed,  26  out  of  40  Department  of  Mental  Health  Area  offices  reported 
outreach  services  to  elders  as  a  service  gap. 

Case  management  activities  provide  by  home  care  corporations  includes 
functional  assessments,  development  of  a  care  plan,  authorization  and 
monitoring  of  services,  and  assistance  to  elders  in  identifying,  accepting, 
and  securing  community  services.  However,  many  elders  with  mental  health 
needs  require  more  focused  services  from  trained  mental  health  care 
workers.  Additionally,  mentally  ill  elders  who  do  not  need  home  care 
services  must  depend  upon  the  mental  health  system  for  case  management 
related  to  their  mental  health  needs  and  services.  Mental  health  case 
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managers  with  training  in  geriatrics  are  an  excellent  resource  to  perform 
outreach,  supportive  counseling,  frequent  in-home  visits,  assist  in 
monitoring  medications,  and  coordinate  individual  service  plans.  Case 
management  services  in  each  system  should  complement  rather  than  duplicate 
one  another.  While  home  care  case  managers  should  continue  to  coordinate  a 
range  of  community  services  to  frail  elders,  Department  of  Mental  Health 
case  managers  are  needed  to  provide  and  coordinate  services  that  meet  the 
mental  health  needs  of  elders. 

A  few  Home  Care  agencies  have  reported  that  the  Department  of  Mental 
Health  case  managers  do  not  always  have  appropriate  skills  and  may  need 
additional  training.  A  majority  of  the  Department  of  Mental  Health  area 
offices  also  reported-  case  management  as  a  service  gap.   In  total,  31 
Department  of  Mental  Health  areas  provide  case  management,  with  only  eleven 
of  these  programs  geared  specifically  towards  elders.  Specialized 
geriatric  case  management  may  improve  access  of  elders  to  mental  health 
services  they  need.  Additionally,  trained  case  managers  can  do  effective 
work  within  reasonable  costs.  This  service  model  should  be  employed 
throughout  Massachusetts. 

Various  day  programs,  after  care  and  continuing  treatment,  and 
counseling  services  are  available  through  the  mental  health  care  system. 
In  addition,  Senior  Centers  and  Councils  on  Aging  often  lead  support  groups 
and  coping  programs  to  assist  elders  in  dealing  with  life  events  and 
stresses.  These  services  compliment  mental  health  programs  which  generally 
focus  on  more  severe  problems. 

Expansion  of  the  continuum  of  these  services  is*  needed.  Particular 
concern  has  been  raised  regarding  the  need  for  specialized  psychiatric  day 
health  and  adult  day  care  programs.  A  specialized  Alzheimer's  day  care 
center  in  Medford  has  begun  on  a  demonstration  basis.  This  model  appears 
to  be  quite  effective  and  is  in  demand  throughout  Massachusetts.  The 
specific  needs  of  minorities  also  requires  special  consideration  in  the 
design  and  staffing  of  community  mental  health  programs.  Cultural  values 
and  traditions,  as  well  as  language  barriers,  of  local  minorities  should  be 
addressed. 

The  prevalence  of  substance  abuse,  particularly  alcoholism,  among 
elders  requires  attention  throughout  the  long  term  care  system.  It  is 
estimated  that  between  2-10%  of  elders  are  alcoholics,  with  widows  and  the 
physically  impaired  having  a  higher  percentage  of  alcohol  problems. 
Elders  should  have  access  to  comprehensive  drug/alcohol  treatment  and 
prevention  programs.  Staff  of  these  programs  should  be  trained  on  the 
nuances  of  serving  elders  programs,  especially  since  elder  are  often  quite 
responsive  to  treatment  for  substance  abuse.  Senior  centers  and  Councils  on 
Aging  can  also  take  a  role  in  education  and  prevention  services,  as  well  as 
referring  elders  to  appropriate  services  as  needed.   Both  Home  Care 
Corporations  and  the  Department  of  Mental  Health  Area  offices  have  raised 
concerns  regarding  the  need  for  substance  abuse  services.  The  Department 
of  Public  Health  should  examine  the  special  substance  abuse  service  needs 
of  elders. 

Crisis  services  should  be  available  to  elders  on  a  24-hour  basis.  For 
elders  who  have  difficulties  traveling  to  emergency  services,  crisis  teams 
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should  be  capable  of  doing  in-home  visits  or  in  arranging  transportation  to 
crisis  services.  All  crisis  teams  provide  24-hour  services.  However,  both 
Home  Care  Corporations  and  the  Department  of  Mental  Health  offices  reported 
a  need  for  these  services. 

Beginning  in  July,  1983,  the  Department  of  Elder  Affairs  initiated  the 
Elder  Protective  Services  Program  to  serve  abused  and  neglected  elders 
under  M.G.L.  cl9A  s.  14-26.  Serving  abused  elders  placed  additional 
demands  on  the  long  term  care  system. 

One  demand  is  the  provision  of  mental  health  services  to  abused  and 
neglected  elders  and  their  families.  Of  significance  is  the  psychiatric 
evaluation  of  the  mental  competency  of  certain  abused  elders  who  appear  to 
lack  the  capacity  to  consent  to  protective  services.  These  evaluations  are 
necessary  for  court  ordered  protective  services. 

Many  protective  services  agencies  around  the  state  have  difficulty 
obtaining  appropriate  and  thorough  competency  evaluations  through  the 
community  mental  health  system.  Only  21  out  of  40  Department  of  Mental 
Health  Area  offices  report  funding  for  in-home  competency  examinations. 
The  primary  barrier  is  the  lack  of  psychiatrists  experienced  in  geriatrics 
who  are  willing  to  make  home  visits  to  such  elders.  Yet,  home  visits  are 
necessary  because  of  the  difficulties  in  bringing  allegedly  incompetent, 
often  frail  elders  to  mental  health  centers. 

Home  Support/Family  Relief  programs  provide  respite  for  families  caring 
for  mental  health  clients.  Supervision  services  are  provided  in  and  out  of 
the  clients'  homes  for  anywhere  from  a  few  hours  up  to  30  days.  Similar 
respite  services  are  being  developed  for  Home  Care  clients.  This  service 
category  was  cited  as  a  crucial  need  by  most  Department  of  Mental  Health 
Area  offices.   In  fact,  23  out  of  40  areas  perceive  this  to  be  a  service 
gap,  and  only  14  areas  have  Home  Support/Family  Relief  programs  in  place. 
This  service  provides  important  support  for  families  who  are  struggling  to' 
keep  their  elders  out  of  institutions. 

Emergency  Shelter  and  Residential  programs  are  also  in  serious  demand. 
Only  16  out  of  40  Department  of  Mental  Health  Areas  have  any  type  of  shelter 
or  residential  services  available  to  elders.  While,  30  Department  of 
Mental  Health  Area  offices  perceive  a  gap  in  these  services.  Certainly, 
such  services  are  essential  to  adequately  serve  mental  health  clients  in 
the  community.  Each  community  should  have  a  full  range  of  residential 
services,  both  long  and  short  term,  to  meet  the  full  continuum  of  client 
needs.  Congregate  housing  as  described  in  the  previous'  chapter,  can  serve 
one  segment  of  the  elder  population  in  need  of  mental  health  services. 

There  are  numerous  problems  surrounding  in-patient  evaluations, 
admissions,  and  treatment  of  elders.   Indeed,  85%  of  the  Department  of 
Mental  Health  Areas  reported  problems  with  these  resources  and  15  out  of  27 
Home  Care  Corporations  report  that  no  specialized  in-patient  geriatric 
mental  health  units  exist  in  their  area.  Long  waiting  lists  for  the  few 
specialized  geriatric  beds  that  do  exist  are  an  additional  problem. 

Elders  who  are  physically  frail  are  particularly  difficult  to  find 
placements  for.  In  the  Department  of  Mental  Health  Areas  where  specialized 
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geriatric  in-patient  units  are  not  available,  frail  elders  must  be  placed 
in  the  general  Department  of  Mental  Health  "in-patient  units,  where  it  is 
difficult  to  meet  their  medical  needs  and  insure  their  safety. 
Unfortunately,  where  private  psychiatric  hospitals  or  psychiatric  units  in 
general  hospitals  exist,  many  elders  lack  private  insurance  to  access  these 
services.  Many  such  hospitals  often  do  not  accept  Medicaid.  Additionally, 
it  is  difficult  to  find  nursing  homes  who  are  willing  to  accept  clients 
with  combined  medical  and  psychiatric  disabilities. 

The  Department  of  Mental  Health  has  an  area-of-tie  policy  which 
requires  elders  to  be  served  in  the  catchment  area  of  their  last  address. 
This  has  created  difficulties  in  treating  the  mental  health  problems  of 
some  elders  who  have  lived  in  out  of  area  nursing  homes  for  several  years. 
These  elders  are  often  sent  back  to  the  area  of  last  address  when  they  need 
admission  to  a  psychiatric  unit.  Areas  are  then  suddenly  faced  with  this 
new  client  with  whom  they  have  never  before  worked  and  with  a  distant 
nursing  home  with  whom  they  have  no  affiliation  agreements.  There  is 
little  opportunity  to  avert  the  acute  episode,  and  when  the  client  is 
stabilized,  the  area  often  finds  it  difficult  to  place  the  client  back  in 
the  original  nursing  home. 

Both  short  term  and  long  term  in-patient  care  is  a  problem  throughout 
Massachusetts.  Further  study  of  this  problem  is  essential  to  improve 
elders'  access  to  essential  in-patient  and  institutional  care.  The 
effectiveness  of  specialized  geriatric  in-patient  psychiatric  care  and 
psycho-geriatric  nursing  home  units  is  being  be  evaluated.  Additionally, 
financial  limitations  to  access  for  this  care  should  also  be  investigated. 

Because  many  elders  have  multiple  long  term  care  needs,  it  is  important 
that  mental  health  providers  offer  training,  consultation,  and  education  to 
Home  Care  Corporations,  nursing  homes,  rest  homes,  and  community  health 
care  providers,  such  as  Visiting  Nurses  Associations,  about  mental 
disorders  of  elders.   Reciprocal  training  and  consultation  occurs  between 
7  Home  Care  Corporations  and  their  corresponding  community  mental  health 
centers.   In  all,  30  Department  of  Mental  Health  Areas  provide  training  and 
consultation  services.  The  majority  of  these  provide  consultation  services 
to  nursing  homes,  as  well  as  other  community  service  providers.  Results  of 
the  Department  of  Public  Health  rest  home  survey  indicates  a  strong  need 
for  consultation  to  rest  homes  which  were  found  to  have  substantial  numbers 
of  residents  with  mental  health  problems  and  taking  psychotropic 
medications. 

Staff  of  mental  health  care  providers  and  Home  Care  Corporations  also 
need  training  on  geriatric  mental  health  care.  A  total  of  29  out  of  40 
Department  of  Mental  Health  Areas  and  24  out  of  27  Home  Care  Corporations 
have  staff  who  have  received  specialized  training  on  psycho-geriatric 
issues.  Training  was  received  through  both  in-service  training  and  through 
staff  attendance  at  workshops  and  seminars.  Certainly,  all  staff  of  these 
agencies  who  directly  service  elders  should  receive  some  basic  training  on 
geriatric  mental  health  care. 

In  addition  to  sharing  knowledge,  mental  health  providers  and  local 
service  providers  should  develop  formal  linkages  to  local  service  providers 
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to  improve  coordination  of  long  term  care  services  for  elders.  Mental 
health  care  providers  do  have  a  formal  agreement  in  place  with  16  out  of 
the  27  Home  Care  Corporations,  with  several  more  in  the  process  of 
negotiating  "such  agreement.  All  Home  Care  Corporations  and  the 
corresponding  local  mental  health  providers  should  develop  a  memoranda  of 
understanding  or  other  formalized  linkages.  Home  Care  Corporations  refer 
an  average  of  almost  50  clients  per  year  to  mental  health  services,  and  the 
number  of  clients  receiving  services  from  both  agencies  is  surely 
significant  enough  to  warrant  coordination  between  the  two  systems. 

To  improve  local  coordination  of  mental  health  care  with  other  long 
term  care  services,  a  high  degree  of  administrative  coordination  and 
advocacy,  as  well  as  .substantial  program  development  will  be  needed.  In 
most  communities,  the  first  step  will  need  to  be  a  needs  assessment  of  elder 
mental  health  care  needs  and  a  resource  inventory  of  available  services  to 
meet  these  needs.  The  Department  of  Mental  Health  Area  offices,  Community 
Mental  Health  Centers,  Home  Care  Corporations,  and  other  local  health  and 
social  service  providers  should  cooperate  in  these  efforts,  and  in 
developing  goals  for  their  service  areas. 

The  responsibility  toward  elders  of  local  mental  health  areas  needs  to 
be  clearly  designated  by  the  Department  of  Mental  Health.  The  Department 
of  Mental  Health  should  have  a  staff  person  with  the  sole  responsibility  for 
overseeing  and  developing  mental  health  services  for  elders  in  cooperation 
with  the  Executive  Office  of  Elder  Affairs.  Additionally,  mental  health 
services  for  elders  should  be  included  in  the  state  plan,  and  receive  an 
equitable  share  of  funding  from  DMH. 

The  Executive  Office  of  Elder  Affairs  has  designated  a  staff  person  to 
coordinate  policy  and  program  development  with  the  Department  of  Mental 
Health.  The  Department  of  Elder  Affairs  must  also  encourage  the  elder 
service  network  to  address  the  mental  health  service  needs  of  its 
constituents  in  cooperation  with  local  Department  of  Mental  Health 
agencies.  To  further  oversee  the  coordination  of  policy  development,  the 
Commissioner  of  the  Department  of  Mental  and  Secretary  of  the  Executive 
Office  of  Elder  Affairs  or  their  representatives  should  be  ex-officio 
members  of  the  Advisory  Councils  of  the  other  organization. 

In  conclusion,  it  is  apparent  the  special  mental  health  care  needs  of 
elders  requires  well  coordinated  long  term  care  and  specialized  programming 
and  staff  training.  Successful  models  of  psycho-geriatric  services  exist 
and  some  communities  in  Massachusetts  have  well  coordinated  service 
systems.  However,  many  communities  suffer  from  a  dearth  of  funding  and 
services  for  elders  with  mental  health  disorders.   Extensive  attention  is 
required  to  community-based  services,  in-patient  hospitalization  and  other 
institutional  care.   Improvements  will  occur  only  through  joint  planning 
and  program  development  on  both  the  state  and  local  levels. 
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Recommendations 

-  The  Executive  Office  of  Elder  Affairs  and  the  Department  of  Mental 
Health  should  continue  their  joint  research  to  develop  a  greater 
understanding  of  mental  health  service  needs  of  elders,  to  identify 
geriatric  mental  health  program  models  in  Massachusetts,  and  gain  a 
better  understanding  of  in-patient  and  institutional  needs. 

-  The  Department  of  Mental  Health  should  appoint  a  staff  person  whose  sole 
responsibility  will  be  to  develop  mental  health  policies  and  programs  to 
serve  elders  and  the  Department  of  Mental  Health  should  include 
psycho-geriatric  services  in  the  state  plan. 

-  The  Commissioner  of  the  Department  of  Mental  Health  and  the  Secretary  of 
the  Department  of  Elder  Affairs  or  their  representatives  should  be  ex- 
officio  members  of  the  Advisory  Councils  of  the  other  organization  to 
oversee  the  coordination  of  policy  development  between  the  Departments 
of  Mental  Health  and  Elder  Affairs. 

-  The  State  should  encourage  research  on  the  causes  and  treatment  of 
mental  disorders  of  elders.  Information  on  the  impact  of  medications  on 
elders  is  particularly  important. 

-  On  the  local  level,  the  mental  health  care  system  and  the  home  care 
system  should  develop  better  communication,  linkages,  and  coordination 
to  achieve  more  comprehensive  and  cohesive  services  for  elders. 

-  Department  of  Mental  Health  Area  Boards  should  be  encourage  to  have  elder 
representation  and  Home  Care  Corporations  should  be  encourage  to  have 
mental  health  representation. 

-  Home  Care  Corporations  and  mental  health  care  providers  should  train 
their  staff  who  directly  serve  elders  on  psycho-geriatric  issues. 

-  Department  of  Mental  Health  Service  Areas  should  offer  training, 
consultation  and  education  to  Home  Care  Corporations,  nursing  homes, 
rest  homes,  and  community  health  care  providers,  such  as  Visiting  Nurse 
Associations,  on  geriatric  mental  health  care. 

-  All  Department  of  Mental  Health  service  areas  should  be  encouraged  to 
have  specialized  geriatric  teams  with  training  and  expertise  in  mental 
disorders  of  elders.  Specialized  geriatric  services  should  include: 
outreach  services,  case  management,  day  treatment  programs,  and 
counseling  services. 

-  All  Home  Care  Corporations  should  develop  memoranda  of  understanding 
with  corresponding  local  mental  health  care  providers. 

-  In  each  of  the  Department  of  Mental  Health  service  areas,  a  geriatric 
psychiatrist  should  be  available  to  evaluate  elders  at  home.  This  would 
greatly  enhance  the  functioning  of  the  elder  protective  services  system 
and  provide  needed  service  to  abused  elders. 
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-  All  Department  of  Mental  Health  Areas  should  have  twenty-four  (24)  hour 
emergency  services  and  Home  Support/Family  Relief  services  accessible  to 
elders  and  their  families. 

-  Specialized  Alzheimer's  day  care  centers  should  be  developed  throughout 
Massachusetts  if  the  results  of  the  demonstration  program  are  positive. 

-  Senior  centers  should  be  encouraged  to  develop  peer  counseling  programs. 

-  The  Department  of  Public  Health  should  examine  special  needs  of  elders 
for  substance  abuse  service  programs. 

-  The  Department  of  Mental  Health's  area-of-tie  policy,  as  it  effects 
nursing  homes  residents,  needs  to  be  examined  with  a  goal  of  improving 
elders'  access  to  mental  health  services  and  to  insuring  continuity  of 
care. 

-  A  special  commission  should  be  established  by  the  state  for  the  purpose 
of  making  an  investigation  and  study  of  mental  health  services  for  the 
elderly. 


-38- 


Housing,  Health  and  Social  Services  Subcommittee 


Discussion 


To  improve  services  to  frail  elders  in  Massachusetts  requires  a  closer 
examination  of  the  relationship  between  housing,  health  and  social  service 
delivery.  The  Commonwealth  has  expanded  the  supply  of  community  care  and 
housing  in  recent  years,  yet  the  expansion  has  occurred  without  an  overall 
framework  that  links  these  important  components.  Until  recently,  expanding 
the  supply  of  services  has  been  the  goal  rather  than  creating  a 
comprehensive  framework  to  guide  the  development  of  housing  and 
non-institutional  services. 

The  Work  Group  focused  on  public  housing  for  several  reasons.  Housing 
authorities  have  been  the  primary  sponsor  of  congregate  housing.  Housing 
authorities  serve  a  concentration  of  people  who  are  eligible  for  and  often 
in  need  of  health  and  social  services.  Housing  developments  for  the 
elderly  have  community  space  available  for  nutrition,  health  and  social 
service  programs. 

Across  the  state,  200  cities  and  towns  operate  31,000  housing  units 
under  Chapter  667.  A  1982  study  on  the  state's  home  care  program  estimated 
that  nearly  half  of  the  home  care  clients  resided  in  public  housing,  and 
they  were  less  likely  to  have  informal  supports  than  their  counterparts  in 
private  housing.  The  supply  of  public  housing  will  increase  in  the  next 
three  years.  In  May,  1984,  800  new  units  were  awarded,  including  over  300 
congregate  units.  Another  628  units  were  awarded  in  February,  1985, 
including  260  congregate  units. 

It  is  difficult  to  accurately  assess  the  need  for  social  and  health 
services  among  residents  of  public  housing  authorities.  Housing  authority 
records  do  not  include  health  status,  service  utilization,  or  even  services 
available  at  the  unit.  Home  Care  providers  and  Visiting  Nurse  Associations 
do  not  always  record  or  aggregate  the  number  of  their  clients  who  reside  in 
public  housing.  Anecdotal  information  becomes  available  when  a  problem 
arises  with  a  tenant  who  experiences  a  major  need  for  service. 

Housing  authority  managers  expect  an  increase  in  the  service  needs  of 
their  residents.  As  the  housing  stock  ages,  the  original  tenants 
experience  diminished  functional  levels  and  an  increase  in  potential 
service  needs.  Housing  authority  managers  thus  far  have  not  been  trained 
or  expected  to  handle  the  service  needs  of  their  residents.  They  manage 
the  property.  Community  health  agencies  and  Home  Care  Corporations  do 
focus  on  the  service  needs  of  housing  residents,  yet  there  is  no  formal 
model  for  coordination  and  cooperation.  Managers  have  begun  to  voice 
concerns  about  the  inability  of  the  authorities  to  serve  elders  as  they 
become  more  frail.  Finding  alternative  living  arrangements  is  also  yery 
difficult.  In  the  absence  of  a  more  formal  arrangement  to  assess  need  and 
develop  appropriate  care  plans,  it  is  not  known  how  many  elders  might  be 
maintained  in  their  housing  unit  with  a  coordinated  plan  of  care  or  how 
many  actually  require  relocation  to  another  housing  arrangement. 
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Recommendations 

1.  Better  Data  on  Service  Needs 

Existing  data  sources  do  not  allow  for  an  adequate  assessment  of  the 
need  for  services  among  residents  of  elderly  housing.  Local  housing 
authorities  record  income  eligibility  and  major  changes  in  status. 
They  do  not  include  data  on  health  status,  and  services  utilization  nor 
do  they  describe  the  services  that  are  available  for  residents  in  the 
community.  Current  records  of  home  care  and  home  health  agency  clients 
do  not  allow  agencies  to  aggregate  data  on  client  location  and  service 
needs  to  better  plan  for  residents.  The  only  data  available  is 
anecdotal . 

The  Work  Group  recommends  that  a  plan  be  developed  to  collect  and 
analyze  data  on  the  service  needs  of  public  housing  residents.  Annual 
or  periodic  surveys  should  be  conducted  by  state  agencies,  or  housing 
authorities  could  include  such  information  in  their  annual  management 
report.  The  data  collected  by  Home  Care  Corporations  and  home  health 
agencies  could  be  examined  to  determine  what  information  exists 
regarding  the  functional  assessments  and  service  needs  of  public 
housing  residents.  Information  on  the  delivery  and  coordination  of 
services  in  public  housing  should  be  integrated  into  annual  management 
reports.  The  information  collected  should  include  demographic 
characteristics  that  will  enable  planners  to  predict  future  service 
trends  and  needs,  the  number  of  residents  receiving  services  and  the 
organizational  arrangements  operating  in  the  housing  authority  and  Home 
Care  Corporation  for  the  coordinated  referral,  assessment  and  delivery 
of  services.  The  survey  should  be  designed  to  provide  an  in-depth 
problem  identification  to  permit  the  widest  understanding  of  the  needs 
and  problems  of  improving  the  delivery  of  services. 

2.  Formal  Coordination  Mechanisms 

As  the  housing  stock  of  elderly  housing  developments  ages,  the  original 
tenants  have  aged  as  well.  Housing  authority  managers  are  not  trained 
to  deal  with  the  health  and  social  service  needs  of  their  tenants. 
They  may  not  have  established  effective  working  relationships  with  the 
community  agencies  who  serve  many  of  their  tenants.  The  need  for 
effective  coordination  increases  with  the  average  age  of  the  tenant 
population.  It  is  not  known  how  many  housing  authorities  have  formal 
or  informal  working  agreements  with  community  agencies  to  provide  ser- 
vices to  residents. 

The  Work  Group  recommends  several  steps.  First,  the  Executive  Office 
of  Elder  Affairs  should  target  its  demonstration  funds  for  groups 
desiring  to  design,  implement  and  evaluate  models  for  the  integration 
of  shelter  and  services.  Proposals  should  be  evaluated  jointly  by 
Elder  Affairs  and  the  Executive  Office  of  Communities  and  Development. 
Similarly,  both  agencies  should  encourage  authorities  to  develop 
proposals  for  EOCD's  Supportive  Services  program  to  implement  such 
programs. 
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Second,  Housing  authorities  describe  un-ique  sets  of  problems  and  needs 
based  on  the  age  of  their  tenants,  location  of  the  buildings  relative 
to  services,  the  incidence  of  crime  in  the  area,  and  the  availability 
of  on-site  services.  These  factors  should  be  taken  into  consideration 
when  new  developments  are  sited  and  built.  Care  should  be  given  to  the 
availability  of  services  relative  to  the  population  expected  to  be 
served  by  the  facility. 

Models  might  be  explored  to  improve  the  coordination  and  delivery 
of  services.  An  agreement  among  the  housing  authority,  the  home  care 
corporation  and  the  home  health  agencies  should  be  established  that 
defines  the  roles  of  each  agency.  Housing  authority  managers  should 
have  periodic  meetings  with  community  agencies  to  discuss  the  service 
needs  of  their  residents.  Managers  of  congregate  housing  units  should 
have  a  working  knowledge  of  community  resources. 

The  agreement  could  call  for  the  designation  of  identifiable  home  care 
and  home  health  agency  staff  to  specific  developments,  or,  in  special 
circumstances,  a  coordinator  might  be  proposed  for  a  development  whose 
role  and  function  would  be  similar  to  coordinators  in  the  congregate 
housing  program. 

Third,  building  effective  community  resources  means  that  agencies 
serving  elders  must  coordinate  the  development  and  expansion  of  those 
resources.  Services  complement  one  another.  To  ensure  that  the  ser- 
vice needs  of  elders  are  fully  considered,  that  services  needed  by 
prospective  residents  of  elderly  housing  projects  are  available  and 
that  arrangements  for  the  delivery  of  services  have  been  made,  future 
Requests  for  Proposals  (RFPs)  to  construct  elderly  housing  should 
require  consultation  between  the  applicant  housing  agency  and  the  local 
agencies  responsible  for  serving  elders.  Descriptions  of  the  service 
needs  and  arrangements  with  local  agencies  should  be  included  in  the 
application. 

3.  Tenant  Involvement 

Tenants  themselves  are  often  able  to  identify  the  needs  of  other 
tenants.  Since  many  elders  in  public  housing  do  not  have  an  extensive 
informal  support  network,  tenants  themselves  can  be  encouraged  to  pro- 
vide such  support.  They  can  serve  as  referral  sources  and  many  can  be 
included  as  resources  in  the  development  of  care  plans.  Development  of 
this  "caring  community"  concept  could  be  assigned  to  a  coordinator,  if 
available,  or  specified  as  a  responsibility  of  one  of  the  agencies  in 
the  memorandum  of  understanding. 

4.  Housing  Needs 

EOCD  should  continue  its  efforts  to  increase  the  effectiveness  of 
public  housing  in  meeting  the  living  needs  of  elder  residents.  As 
elders  in  public  housing  become  increasingly  frail,  they  need  more  and 
better  coordinated  health  and  assistance  with  activities  of  daily 
living.  These  can  be  achieved  by  the  provision  of  services  and  home 
assistance  to  elders,  and  also  through  the  supportive  congregate 
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housing  model.  Increased  effectiveness  of  public  housing  for  elder 
residents  could  include  an  emphasis  in  EOCO's  supportive  services 
programs  for  the  elderly,  and  an  expansion  of  the  use  of  congregate 
.  housing  for  the  elderly. 

The  location  of  new  units  for  the  elderly  will  be  based  on  a  careful 
examination  of  EOCD's  and  EOHS's  data  on  both  family  and  elderly 
housing  needs  in  communities  around  the  state. 

5.  EOCD  should  seek  additional  bonding  authority  to  develop  1,500  units 
of  elderly  housing,  of  which  up  to  700  units  should  be  congregate 
housing. 
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EMPLOYMENT  SUBCOMMITTEE 


Discussion 

As  the  Governor's  Task  Force  on  Long  Term  Care  began  to  examine  the 
accessibility  and  availability  of  non-institutional  services  for  the 
elderly,  it  became  clear  that  understanding  issues  related  to  Manpower  was 
critical  to  enhance  the  quality  and  quantity  of  non-institutional  long  term 
care  services.  The  Manpower  Subcommittee  was  formed  to  examine  issues  per- 
taining to  Manpower  in  this  field.   It  is  our  belief  that  long  term  care 
workers,  particularly,  in-home  care  givers  such  as  homemakers  and  home 
health  aides,  are  critical  to  our  ability  to  adequately  and  safely  serve  a 
growing  number  of  elderly  who  need  ongoing  social  and  medical  support  in 
order  to  remain  in  the  community. 

The  Subcommittee  was  comprised  of  experts  in  the  field  of  long  term  care. 
Included  were  representatives  from  the  nursing  home  industry,  home  health 
agencies,  Home  Care  Corporations  and  state  human  service  agencies.  The 
information  presented  here  was  obtained  during  a  series  of  interviews  with 
committee  members  and  other  interested  parties.  The  recommendations  were 
then  developed  by  the  committee  based  on  the  information  received.  The 
committee  chose  to  focus  most  of  its  work  and  recommendations  on  in-home 
workers,  particularly  homemakers  and  home  health  aides,  because  they  repre- 
sent the  largest  segment  of  the  long  term  care  work  force. 

Literature  on  the  subject  and  experts  in  the  field  consistently  raise  the 
same  concerns  regarding  in-home  workers.  These  concerns  can  be  summarized 
as  follows: 


o 


o 


Wages  and  benefits  for  in-home  workers  are  not  competitive  with, 
those  of  other  semi-skilled  and  unskilled  workers.  This 
results  in  a  high  level  of  job  dissatisfaction  as  well  as  a 
high  rate  of  employee  turnover.  This  in  turn  presents  problems 
regarding  access  and  service  availability. 

There  are  many  provider  agencies  of  in-home  services,  yet  few 
standards  for  service  exist.  Therefore  quality  monitoring, 
employee  supervision  and  employee  training  vary  from  agency  to 
agency.  Nor  are  there  frequent  or  widely  used  measures  to 
assess  client  satisfaction. 

The  supply  of  in-home  services  is  dangerously  scarce  in  some 
parts  of  the  state.  Furthermore  the  supply  of  weekend, 
evening,  and  holiday  coverage  is  minimal.  Lack  of  in-home  sup- 
port services  is  often  a  precipitating  factor  to  the  need  for 
institutional ization. 

The  general  public's  awareness  of  the  importance  and  signifi- 
cance of  in-home  services  is  not  as  high  as  it  should  be  to 
encourage  sufficient  numbers  of  people  to  pursue  this  occupa- 
tion. Much  could  be  done  to  strengthen  the  image  of  in-home 
workers. 
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I.  Wage  and  Benefits 

The  Problem:  The  hourly  wage  and  benefits  for  in-home  workers  are 
often  inferior  to  .that  received  by  workers  in  unskilled  jobs.  For 
instance,  a  housekeeper  at  a  Boston  hotel  may  earn  $5.65  per  hour. 
Added  to  this  hourly  wage  is  a  full  benefit  package  including  health 
insurance  and  vacation  time.  In  comparison,  a  homemaker/home  health 
aide  receives  between  approximately  $3.35  to  $4.50  per  hour  plus  man- 
dated statutory  benefits  including  workmen's  compensation  and 
unemployment  insurance.  Furthermore,  there  is  little  or  no  wage  dif- 
ferentiation for  the  in-home  worker  based  on  skill  level,  training 
completed  or  type  of  service  provided.  This  set  of  circumstances  has 
produced  the  following  outcomes: 

°  Services  are  not  always  available  at  the  times  needed.  For 
instance,  there  is  little  incentive  for  people  to  work  evenings 
and  weekends  for  these  wages. 


o 


o 


There  is  little  incentive  for  the  employee  to  pursue  additional 
training  or  to  improve  upon  acquired  skills.  Unfortunately 
this  is  inconsistent  with  the  need  to  serve  an  increasing 
number  of  increasingly  frail  elders  at  home. 

For  the  most  part,  homemakers  and  aides  do  not  have  health 
insurance  benefits  available  to  them.  The  lack  of  health 
insurance  often  forces  these  individuals  into  other  pro- 
fessions. The  lack  of  health  insurance  seems  to  inflate  the 
cost  of  Workmen's  Compensation  premiums  for  this  sector  of  the 
labor  force.  Because  workers  have  no  health  coverage,  they 
often  file  workmen's  compensation  claims  to  receive  some  treat- 
ment if  an  injury  or  ailment  is  related  to  work.   It  is  a 
widely  held  opinion  that  the  addition  of  health  care  benefits 
would  go  a  long  way  in  increasing  the  number  of  people  in  the 
home  health/homemaker  professions  and  would  reduce  turnover  in 
the  industry. 

Recommendations 

°  The  feasibility  of  paying  a  rate  differential  for  weekend, 
evening,  and  holiday  services  should  be  considered.  The  cost 
estimate  for  such  a  differential  is  approximately  $812,000  for 
the  first  year. 

°  To  encourage  further  training  and  enhancement  of  skill  levels, 
the  possibility  of  reimbursing  for  more  highly  skilled  services 
(such  as  personal  care)  at  a  higher  rate  should  be  evaluated. 
This  may  better  prepare  in-home  workers  to  serve  an 
increasingly  frail  population,  as  well  as  reduce  staff  turnover 
by  creating  a  job  ladder  within  the  industry. 


o 


The  lack  of  health  benefits  is  clearly  a  contributing  factor  in 
employee  turnover.  The  mandate  that  health  benefits  be  pro- 
vided in  full  to  in-home  workers  would  be  quite  costly  to  both 
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providers  and  purchasers  of  this  service.  However,  at  the  very 
least  this  issue  should  be  thoroughly  analyzed.  This  analysis 
should  include  a  review  of  innovative  health  insurance  programs 
and  alternative  approaches  for  including  such  benefits  in  the 
wage  and  benefit  package. 

°  The  current  rate  setting  formula  establishes  a  base  rate  of 
$5.65  per  hour  to  cover  the  hourly  wage  and  statutory  benefits 
(FICA,  unemployment,  Workmen's  Comp.).  Pending  regulations 
will  increase  the  rate  to  $5.65  an  hour.  Enforcement  of  this 
wage  minimum  or  method  ensures  that  all  agencies  comply  with 
these  requirements. 

II.  Monitoring  Services  and  Quality  Control 

The  Problem:   In-home  workers  are  in  highly  stressful  and  demanding 
jobs.  For  the  majority  of  their  working  hours,  they  are  isolated 
from  other  peers  or  professionals.  Due  to  erratic  work  schedules  and 
logistical  considerations,  an  in-home  worker  can  go  for  weeks  without 
professional  supervision.  The  situation  is  further  compounded  by  the 
fact  that  the  clients  are  not  able  to  judge  the  quality  of  the  ser- 
vice they  receive,  and  in  some  cases,  are  reluctant  to  voice  a 
complaint  for  fear  of  losing  whatever  support  service  they  have. 

Although  there  are  training  and  supervision  standards  for  Medicare 
and  Medicaid  certified  home  health  agencies,  these  standards  do  not 
exist  for  homemaker  agencies. 

Recommendations 

•  The  purchasing  agencies  should  work  with  the  industry  to  deve- 
lop agency  certification  standards.  These  standards  should 
include  minimum  training  requirements  as  well  as  protocols  for 
ongoing  supervision  and  support  for  employees. 


o 


o 


The  Executive  Office  of  Elder  Affairs  call-in  number  should  be 
provided  to  all  clients.  They  should  be  encouraged  to  call 
with  questions,  complaints,  and  suggestions. 
In  addition,  periodic  anonymous  surveys  could  be  conducted  to 
encourage  the  reporting  of  uninhibited  information  on  possible 
abuse,  neglect  and  client  dissatisfaction. 

In  some  instances,  consumers  should  be  encouraged  to  become 
involved  in  the  selection  of  their  homemaker/home  health  aide. 
It  is  also  recommended  that  clients  sign  the  time  sheet  of  the 
employee. 

More  effective  training  and  supervisory  standards  should  be 
established  and  implemented  for  agencies  employing  or 
contracting  homemaker-home  health  aides. 

Continuing  education  requirements  should  be  established  for 
homemaker-home  health  aides. 
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III.  Supply  of  Services 

The  Problem:  The  supply  of  in-home  services  appears  to  be  directly 
related  to  the  state  of  the  economy  and. to  the  overall  unemployment 
rate  in  a  given  geographic  area.  During  times  of  economic  recession, 
the  supply  of  these  services  increases.  An  additional  factor 
affecting  the  supply  of  services  is  the  availability  of  public 
transportation.  In-home  workers  are  scarce  in  rural  areas  where 
public  transportation  is  limited.  This  is  particularly  unfortunate, 
in  as  much  as  elders  living  in  rural  as  opposed  to  urban  areas  may  be 
the  most  isolated  and  vulnerable,  and  therefore  quite  dependent  on 
in-home  services.  Linguistic  barriers  also  influence  the  accessibi- 
lity of  services.  Non-English  speaking  individuals  are  prevented 
from  entering  the  profession,  since  the  training  is  provided  only  in 
English.  Non-English  speaking  clients  often  have  difficulty  finding 
a  bilingual  aide  with  whom  they  can  effectively  communicate. 

Agencies  do  not  routinely  guarantee  that  their  employees  will  be 
afforded  the  opportunity  to  work  a  minimum  number  of  hours  per  week. 
In  most  cases,  in-home  workers  are  not  paid  unless  they  render  a  ser- 
vice. One  provider  agency  reported  that  as  much  as  eight  percent  of 
the  scheduled  work  hours  are  cancelled  due  to  a  recipient's  sudden 
illness  or  death  and  subsequent  removal  from  the  home.  The  agency 
frequently  receives  no  prior  notice  that  the  service  is  no  longer 
needed.  The  result  is  that  the  home  health  aide  or  homemaker 
transports  him  or  herself  at  their  own  cost  to  the  work  site  and  back 
without  reimbursement  of  anticipated  hourly  wages  for  services  that 
were  expected  to  be  rendered.  This  causes  some  individuals  to  seek 
employment  in  other  fields. 

In  order  for  in-home  services  to  be  effective,  there  is  also  a  need 
to  ensure  that  the  elder  receives  routine  primary  medical  care. 
Since  most  physicians  do  not  make  home  visits,  this  is  often  a 
problem  for  the  client. 

Recommendations 

Several  recommendation  are  made  to  increase  the  supply  and  accessibi- 
lity of  these  services. 

°  In  rural  areas,  the  availability  of  transportation  should  be 
assessed.  Workers  are  often  limited  to  urban  areas  with  public 
transportation  because  many  employees  do  not  own  cars.  The 
state  should  work  in  conjunction  with  provider  agencies  to  pur- 
sue funding  for  small  grants  which  might  assist  agencies  in 
developing  innovative  solutions  to  existing  transportation 
problems. 

°  Language  barriers  often  prevent  non-English  speaking  indivi- 
duals from  entering  their  field.  Many  of  these  individuals 
have  received  medical  training  in  other  countries  and  are 
interested  in  pursuing  this  type  of  work.  Language  barriers 
also  prevent  some  clients  from  receiving  services.  Agencies 
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o 


o 


should  be  encouraged  to  address  these  linguistic  barriers  by 
developing  special  training  programs.  The  programs  could  be 
developed  in  conjunction  with  community  colleges.  A  "mini 
grant"  approach  may  also  be  appropriate  for  funding  this  type 
of  innovation. 

Agencies  should  be  encouraged  to  guarantee  stability  for 
employees,  for  instance,  by  guaranteeing  a  minimum  number  of 
hours  of  work  per  week. 

Agencies  should  be  encouraged  to  devise  methods  to  ensure  that 
scheduled  time  with  clients  is  actually  needed  by  requesting 
that  the  worker  phone  the  client  prior  to  leaving  for  the  work 
site. 

The  Departments  of  Public  Health  and  Welfare  should  work  to 
complete  regulations  which  will  expand  the  role  of  nurse  prac- 
titioners and  physicians  assistants  to  serve  the  elderly  at 
home.  This  will  increase  the  availability  of  primary  health 
care  in  the  home  and  community  setting. 


IV.  Public  Relations 

The  Problem:  Though  there  is  an  increasing  need  for  workers  in  the 
long  term  care  field,  the  general  public  is  not  aware  of  this  fact. 
Nor  has  long  term  care  been  able  to  attract  the  number  of  pro- 
fessionals and  paraprofessionals  which  are  attracted  into  the  acute 
care  field. 

Recommendation 

It  is  recommended  that  the  state  agencies  and  the  provider  agencies 
work  together  to  design  a  public  outreach  and  relations  campaign  to 
improve  the  visibility  and  image  of  these  services.   It  is  estimated 
that  his  activity  will  cost  approximately  $125,000.   (See  attached.) 
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REST  HOMES 


Discussion 

The  Department  of  Public  Health's  Division  of  Health  Care  Quality 
(DHCQ),  presently  licenses  about  250  free  standing  rest  homes  and  26  rest 
home  units  as  part  of  multi-level  nursing  homes,  or  about  7,800  beds. 
Although  nursing  homes  and  rest  homes  are  often  regarded  as  the  two  basic 
components  of  Massachusetts  long  term  care  system,  rest  homes  provide 
different  services  and  serve  a  different  type  of  clientele  than  nursing 
homes.  Rest  homes  provide  room  and  board,  protective  supervision,  and 
personal  care  services  to  residents  who  are  healthier,  more  independent, 
and  more  ambulatory  than  the  typical  nursing  home  patient  who  often 
requires  substantial  nursing  care  and  other  medically  related  services. 
The  subcommittee  chose  to  view  rest  home  services  as  alternative 
non-institutional  services. 

The  subcommittee  examined  Massachusetts  rest  home  studies  and  reports 
and  their  recommendations  in  order  to  understand  rest  homes  and  the  type  of 
services  and  clientele  they  serve.  A  number  of  concerns  associated  with 
the  adequacy  of  DHCQ  rest  home  regulations  were  identified: 

1)  Rest  home  regulations  were  over  12  years  old  and  probably  were 
outdated  or  inappropriate. 

2)  There  was  anecdotal  evidence  provided  by  DHCQ  surveyors  and  other 
knowledgeable  persons  suggesting  that  deinstitutionalized  mental 
health  patients  are  placed  in  increasing  numbers  in  rest  home 
governed  by  regulations  that  were  not  designed  to  provide  for  the 
mental  health  needs  of  mental  health  residents. 

3)  Available  information  also  suggested  that  considerable  amount  of 
medications  were  being  dispensed  in  rest  homes  by  staff  not  trained 
in  dispensing  medications  --  a  situation  which  might  pose  a  danger 
to  residents  in  terms  of  possible  drug  interactions,  over 
medications,  etc. 

4)  Available  rest  home  studies  and  reports  did  not  provide  sufficient 
or  adequate  information  to  understand  the  type  of  clientele  served 
by  rest  homes  and  their  service  needs. 

In  order  to  address  these  concerns  and  the  lack  of  information  about 

rest  homes,  DHCQ  conducted  a  study  attempting  to  develop  a  profile  of  rest 

homes  residents  and  their  service  needs  in  order  to  guide  policy.  Four 
examination  areas  were  considered: 

1)  medical  and  nursing  needs 

2)  behavioral  problems 

3)  mental  health  problems 

4)  activities  of  daily  living,  and  independent  activities  of  daily 
1  i  vi  ng 


-48- 


To  examine  the  characteristics  of  the  residents  of  rest  homes,  the 
Division  of  Health  Care  Quality  conducted  a" survey  of  50  facilities 
selected  by  stratified  random  sampling  techniques.  All  residents  in  these 
facilities  were  assessed  onsite  by  Division  clinical  staff  using  a  138  item 
form  —  some  1,200  residents  in  all. 

The  major  findings  were  as  follows: 

1.  About  38%  of  resident  are  receiving  antipsychotic  medications. 

2.  The  most  frequently  occurring  behavior  problems  --  yelling  and 
tantrums  —  were  reported  for  9%  of  residents,  although  19%  of 
residents  engaged  in  behavior  characterized  as  psychotic  at  least 
once  a  year. 

3.  Both  behavior  problems  and  antipsychotic  medication  usage  were  more 
prevalent  in  those  residents  with  histories  of  psychiatric 
institutionalization. 

4.  Few  resident  receive  any  nursing  treatments. 

5.  Many  residents  receive  assistance  activities  of  daily  living  (ADD 
in  the  form  of  prompting,  but  few  need  physical  assistance.  Most 
residents  reported  the  need  for  assistance  on  at  least  some  of  the 
instrumental  activities  of  daily  living. 

6.  Behavior  and  medication  problems  seemed  to  cluster  in  particular 
facilities,  they  were  not  spread  randomly  among  the  facilities  in 
the  sample. 

7.  Most  residents  expressed  a  preference  for  their  rest  home 
placements,  a  preference  supported  by  the  judgments  of  clinical 
survey  staff. 

8.  Residents  expressed  a  keen  interest  in  visiting  with  family  and/or 
friends,  an  interest  which  was  not  always  met  to  the  satisfaction 
of  the  residents. 

The  most  important  study  findings  suggest  that: 

Rest  homes  are  serving  two  different  types  of  populations;  a 
conventional  rest  home  population  and  a  mental  health  populations. 

Former  psychiatric  residents  cluster  (i.e.,  group)  in  particular 
facilities  so  that  26%  of  surveyed  facilities  have  50%  or  more 
residents  with  histories  of  psychiatric  institutionalization. 

A  large  percentage  (38%)  or  rest  home  residents  are  receiving 
antipsychotic  medication  with  untrained  personnel  to  dispense  these 
medications. 

Conventional  rest  home  residents  are  apparently  serviced  adequately 
under  current  regulations  based  on  study  findings  which  show,  for 
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example,  that  residents  of. rest  homes  are  independent;  require 
little  are  no  nursing  care  and  supervision;  land  manifest  few  if 
any  behavioral  problems. 

Demographic  characteristics  of  rest  home  residents  indicate 
residents  are  elderly  (50%  are  75  years  of  age  and  older); 
economically  disadvantage  (most  residents  are  supportedly  S.S.I,  or 
DPW  vendor  payments);  and  single  83%  are  without  spouses  or  former 
spouses. 

Recommendations 

Results  of  the  study  and  a  number  of  suggestions  for  reviewing  DPH 
regulations  were  discussed  by  the  subcommittee.  The  three  initiatives 
where  efforts  will  be  directed  include: 

1)  Revising  Regulations 

Revising  regulations  for  the  26  percent  of  rest  homes  having  more 
than  half  of  their  patients  from  DMH  facilities.  New  standards  to 
be  developed  will  involve:  the  dispensing  of  medications;  physician 
visits;  staff  training,  linkages  and  agreements  with  community 
mental  health  resources  and  possibly  social  services.  DHCQ  has 
contracted  with  Harvard  Medical  School  faculty  to  conduct  of  more 
detailed  study  of  the  high  use  of  and  dispensing  of  psychotropic 
medications  in  rest  homes. 

2)  Educations  and  Training 

An  education  effort  for  rest  home  staff  related  to  problems 
associated  with  the  dispensing  of  medications  will  be  undertaken 
with  medical  experts  in  the  field  of  pharmacy  and  aging. 

3)  Conventional  Rest  Homes 

Attempting  to  determine  whether  or  not  to  revise  regulations  for 
conventional  rest  homes  in  terms  of  social  services  and  activities. 
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SUMMARY  OF  COMMENTS  RECEIVED  AT  PUBLIC  HEARINGS  ON  THE  DRAFT  REPORT 


The  suggestions  and  recommendations  of  people  who  presented  or 
submitted  written  testimony  at  the  four  public  hearings  is  summarized 
below.  To  the  extent  possible,  comments  have  been  grouped  by  category. 
Testimony  that  supported  specific  recommendations  in  the  draft  report  have 
not  been  included  in  the  comment  and  response  section. 

Principles  and  Goals 

Comment 

State  long  term  care  policy  should  avoid  excessive  detail  and 
prescriptions  and  allow  local  flexibility  and  decision  making  to  adjust  to 
the  changing  needs  of  frail  elders. 

Response 

State  long  term  care  policy  should  be  standardized  enough  to  ensure 
equal  treatment  of  similar  frail  elders  across  the  state,  yet  flexible 
enough  to  allow  responsive  service  delivery  at  the  local  level. 

Entry  Point,  Access  and  Coordination 

Comment 

Several  speakers  commented  on  the  "single  entry  point"  concept. 
Opinions  were  split  on  the  advisability,  feasibility,  and  benefits.  Some 
agreed  that  not  enough  was  known  about  the  model  to  warrant  a  decision  to 
proceed.  Others  expressed  concerns  that  a  single  entry  model  would  add  an 
unnecessary  layer  of  paperwork  and  duplication,  preferring  instead  the 
flexibility  to  make  referrals  of  clients  as  appropriate  among  current 
programs  and  providers. 

Other  speakers  agreed  that  the  model  was  worthwhile  and  should  be 
developed.  Several  people  observed  that  vested  interests  among  state  and 
local  agencies  would  be  difficult  to  overcome  to  develop  a  consensus  to 
move  forward  and  that  jurisdictional  disputes  would  prevent  the 
implementation  of  any  single  entry  model.  Some  of  those  who  supported  the 
concept  recognized  the  real  difficult  compromises  that  await  implementation 
of  a  new  delivery  model.  They  agreed  that  the  short  range  steps  recommend 
offered  the  best  opportunity  to  achieve  progress  within  the  existing 
del ivery  system. 

Response 

The  testimony  highlighted  the  opinions  shared  by  members  of  the  Work 
Group  during  its  deliberations.  The  statements  on  both  sides  of  the  issue 
underscore  the  advisability  of  draft  recommendations  in  this  area. 
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Comment 

The  RFP  for  home  care  contracts  will  have  a  negative  impact  on  a  single 
entry  long  term  care  system. 

Response 

The  RFP  process  has  been  designed  to  improve  the  coordination  and 
integration  of  the  Home  Care  Program.  Applicants  have  been  encouraged  to 
develop  relationships  with  hospitals,  and  other  agencies  serving  frail 
elders  that  will  improve  the  delivery  of  services  to  clients.  Applicants 
are  required  to  describe  their  arrangements  with  local  agencies  and  service 
providers  to  ensure  coordination.   In  several  instances,  the  process  has 
increased  the  communication  and  cooperation  among  potential  applicants  for 
the  contract. 

Comment 

Health  agencies  should  be  allowed  to  complete  an  assessment  and 
authorize  both  health  and  home  care  services  without  additional  assessments 
and  authorizations  from  case  managers  of  Home  Care  Corporations. 

Response 

Several  models  are  now  being  developed  that  reduce  the  duplication 
caused  by  the  assessments  presently  completed  by  each  agency  serving  frail 
clients.  The  Work  Group's  recommendation  for  joint  health  and  social 
service  assessments  also  addresses  this  problem  area.  Until  agencies  can 
develop  one  assessment  tool  that  can  be  used  by  all  programs  and  agencies, 
local  arrangements  to  facilitate  assessment  and  care  planning  will  be 
encouraged. 

Authorization  of  home  care  services  by  health  agencies  that  do  not  have 
a  home  care  contract  would  weaken  the  administrative  and  fiscal  controls 
int  he  Home  Care  Program.  However,  the  new  models  approved  for  the  Frail 
Elderly  Coordinated  Care  Program  will  provide  valuable  information  on 
potential  solutions  to  the  problem  of  duplicate  assessments. 

Comment 

Potential  clients  should  be  educated  about  the  continuum  of  care  and 
service  needs  addressed  before  they  are  in  crisis. 

Response 

We  agree  that  elders  and  family  members  should  have  information  about 
the  continuum  of  care  and  that  frail  elders  should,  whenever  possible, 
receive  service  before  a  crisis  occurs.  However,  circumstances  that  create 
a  crisis  cannot  always  be  anticipated  such  as  the  death  or  illness  of  a 
family  member  caring  for  a  frail  relative. 
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Comment 

■^ ~ ~ ~ ^~  •* 

Client  advocates  are  needed  when  access  to  the  system  is  complicated  by 
questions  of  eligibility  or  when  needed  services  are  unavailable. 

Response 

Agree.  Case  managers  in  Home  Care  Corporations  function  as  advocates 
for  their  clients  who  need  services  from  other  parts  of  the  system.  Other 
advocates  are  also  available  to  clients.  Advocacy  may  be  considered  part 
of  the  role  of  any  agency  making  referrals  and  arranging  services  on  behalf 
of  a  cl ient. 

Comment 

CMSP  should  screen  elders  for  home  care  and  home  health  care,  as  well 
as  for  nursing  home  and  rest  home  care. 

Response 

Current  regulations  and  procedures  require  CMSP  staff  to  consider 
community-based  alternatives  to  nursing  home  placement  before  they 
authorize  Medicaid  reimbursement  for  institutional  care.  CMSP  clinicians 
refer  elders  to  home  care  and  home  health  agencies  when  these  services  can 
prevent  or  delay  placement.  Community-based  services  are  also  arranged  for 
elders  awaiting  nursing  home  placement. 

CMSP's  new  patient  assessment  instrument  will  be  a  valuable  tool  for 
identifying  an  elder's  need  for  community-based  services. 

Comment 

CMSP  should  establish  local  advisory  committees  in  each  service  area 
composed  of  representatives  of  the  human  service  agencies  in  each  area. 
Another  person  suggested  that  a  more  formal  relationship  be  developed 
between  CMSP  teams  and  Home  Care  Corporations. 

Response 

Medical  Assistance  Advisory  Board  frequently  reviews  and  advises  DPW  on 
the  CMSP  program.  The  Work  Group  recommendations  do  include  provisions 
that  will  encourage  better  linkages  through  local  forums  and  regular 
meetings  between  CMSP  and  long  term  care  agencies.  The  Medicaid  Waiver  and 
Frail  Elderly  Coordinated  Care  programs  are  expected  to  establish  firm 
working  relationships  between  CMSP,  Home  Care  Corporations,  and  Home  Health 
agencies. 

Comments 

Two  speakers  suggested  that  long  term  care  planning  be  done  on  a  local, 
even  at  the  neighborhood  level.  One  person  suggested  that  the  local  groups 
advise  a  statewide  long  term  care  advisory  body. 
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Response 

Implementing  a  formal  structure  to  conduct  long  term  care  planning 
would  be  expensive  and  cumbersome  in  the  absence  of  an  identifiable  state 
agency  that  is  responsible  for  the  process.  The  health  planning  structure 
lends  itself  to  such  a  process  and  indeed,  it  fulfills  this  role  for  the 
institutional  side  of  long  term  care  services.  Local  involvement  in  the 
development  of  long  term  care  services  is  a  necessary  ingredient  of  a  well 
develop  system.  It  should  be  included  as  a  component  of  any  unified  system 
of  long  term  care  that  might  be  developed. 

General  Comments 

Comment 

The  report  does  not  present  a  well  developed  answer  to  the  service 
system  and  needs  of  frail  elders. 

Response 

We  agree.  As  stated  in  the  introduction,  the  intent  of  the  Work  Group 
was  to  identify  several  short  range  improvement  that  could  be  made  in  the 
long  term  care  system.  We  feel  this  report  is  a  first  step  in  developing  a 
more  comprehensive,  longer  range  plan  to  guide  the  development  of  both 
institutional  and  non-institutional  long  term  care  services  in 
Massachusetts. 

Comment 

The  elderly,  physically  disabled,  mentally  disabled,  and  chronically 
mentally  ill  all  have  similar  long  term  care  service  needs. 

Response 

While  there  are  many  similarities,  there  are  also  many  differences.  To 
the  extent  there  are  differences,  client  specific  services  will  have  to  be 
developed. 

Comment 

Several  groups  indicated  that  membership  of  the  Work  Group  should  have 
been  expanded  to  include  representatives  of  interests  that  were  not 
included  such  as  advocates  and  consumers  among  others. 

Response 

The  Work  Group  agrees  that  broad  participation  in  the  study  of  long 
term  care  issues  is  necessary  for  effective  policy  development.  The  Work 
Group  scheduled  hearings  across  the  state  to  enable  interested  groups  who 
were  not  members  of  the  Work  Group  to  contribute.  The  expressions  of 
interest  will  be  retained  to  promote  further  participation  in  future  work 
in  this  area. 
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Comment 

Elders  with  minimum  needs  for  service  should  have  access  to  services 
before  a  major  crisis  develops  requiring  admission  to  an  institution. 

Response 

The  services  that  are  most  directly  related  to  maintaining  independence 
of  elders  with  minimum  impairments  are  access  to  health  care,  nutrition 
services,  and  transportation.   In  the  face  of  limited  funding  and  the  needs 
of  frail  elders,  other  components  of  the  elderly  service  network  must  be 
expanded  to  address  these  needs.  Councils  on  Aging  and  Senior  Centers  are 
two  groups  that  presently  operate  services  for  these  elders.  Testimony 
from  representative  of  Councils  and  Senior  Centers  reminded  us  of  their 
continuing  involvement  in  these  ways.  The  development  of  these  resources 
must  take  place  in  tandem  with  the  development  of  the  delivery  system  for 
frail  elders  to  ensure  appropriate  coordination  and  referrals  of  clients 
who  move  along  the  continuum  of  care. 

Comment 

Client  choice  should  not  be  diminished  with  the  development  of  a  strong 
case  management  system. 

Response 

Agree. 

Comment 

One  speaker  recommended  that  adoption  of  uniform  boundaries  among  state 
agencies  and  programs  to  expedite  planning  and  service  delivery. 

Response 

The  goal  of  uniform  boundaries  has  eluded  state  agencies  for  over  a 
decade.  Each  attempt  has  highlighted  the  historical  and  program  related 
justifications  have  always  seemed  to  outweigh  the  advantages  of  uniform 
boundaries. 

Comment 

One  witness  suggested  that  Councils  on  Aging  and  Senior  Centers  have 
been  on  the  front  line  for  local  information  and  referral,  emergency 
intervention,  preventive  health  care  and  case  management  although  this  role 
has  not  been  recognized  by  the  Department  of  Elder  Affairs.   They 
indicated  that  the  priority  for  developing  day  care  services  at  Senior 
Centers  and  Councils  on  Aging  must  be  included  in  the  planning, 
implementation  and  analysis  of  goals  for  long  term  care. 
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Response 

Senior  Centers  and  Councils  on  Aging  are  indeed  important  components  of 
the  system  for  serving  elders.  The  Department  of  Elder  Affairs  has 
recognized  their  importance.  The  budget  for  COAs  has  increased  85*  in  2 
years  and  COAs  have  been  encouraged  as  the  principle  site  for  adult  social 
day  care  programs. 

Comment 

The  marketing  recommendation  should  be  expanded  to  include  the  medical 
professions. 

Response 

The  involvement  of  physicians  and  other  medical  professionals  in  local 
forums  is  necessary  to  efficient  delivery  of  services  to  clients.  Medical 
professional  should  be  included  as  participants  in  any  marketing  of 
community  services  is  vital  to  their  planning  for  their  patients. 

Financing 

Comment 

Several  witnesses  spoke  about  the  need  to  examine  the  total  state  cost 
of  long  term  care,  including  both  institutional  and  non-institutional 
services.  They  indicated  that  state  government  needed  to  set  some  goals 
for  total  long  term  care  spending,  make  judgements  about  the  cost 
effectiveness  of  the  services  funded  and  adopt  policies  that  improve  the 
cost  effectiveness  of  spending  in  this  area.  One  speaker  observed  that 
Massachusetts  had  the  expertise  to  develop  and  test  new  financing 
approaches  similar  to  the  channeling  project. 

Response 

These  suggestions  are  reflected  in  the  changes  made  in  the  financing 
section  on  page   .   Innovations  in  financing  services  on  a  cost  effective 
basis  are  yery   much  a  priority  of  state  agencies.  Experience  from  the 
Frail  Elderly  projects  will  provide  important  information  about  capitation 
based  systems  for  financing  long  term  care  community  care.  Cost  effective 
financing,  combined  with  quality  of  life  principles,  should  guide  the 
development  of  the  long  term  care  system  in  Massachusetts.  However,  the 
state  cannot  plan  in  a  vacuum.  It  must  balance  the  availability  of  state 
resources,  and  the  equitable  sharing  of  responsibility  between  the  State 
and  Federal  governments. 

The  Channeling  Program  has  provided  extensive  data  on  the  potential  for 
serving  frail  clients  in  the  community,  the  associated  costs  and  the 
services  and  delivery  system  needed  to  do  so.  That  experience  has  already 
led  to  changes  in  the  statewide  Home  Care  program. 

With  the  termination  of  federal  support,  state  agencies  are  planning  to 
continue  the  basic  components  of  the  program  as  a  Coordinated  Care  Frail 
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Elderly  project.  •  The  absence  of  federal  funding  removes  a  major  source  of 
support  for  services  to  clients  who  are  not  "eligible  for  Medicaid.  We 
anticipate  that  the  completion  of  the  evaluation  of  the  ten  sites  in  the 
National  Channeling  Demonstration  Program  will  produce  support  in  Congress 
for  a  further  expansion  of  this  model  in  future  legislation. 

Comment 

The  Work  Group  should  address  the  risk  for  a  development  of  a  two 
tiered  service  system  for  persons  of  higher  and  lower  incomes. 

Response 

The  availabil ity  of  services  without  regard  to  income  is,  in  part,  an 
issue  the  federal  government  must  eventually  decide.  States  are  not 
presently  in  a  position  to  finance  all  the  community  and  institutional 
services  that  are  not  reimbursed  by  Medicare.  However,  implementation  of  a 
graduated  sliding  fee  program  may  partially  address  this  issue  until  a 
broader  national  solution  is  found. 

Comment 

A  sliding  fee  scale  should  be  established  for  home  health  aide 
services. 

Response 

Current  sources  of  coverage  for  home  health  services  have  left  many 
gaps.  Medicaid  covers  home  health  aide  services  for  those  who  are  eligible 
for  Medicaid.  Medicare  covers  these  services  in  some  instances.  Frail 
elders  who  need  the  personal  care  component  of  home  health  services  can  be 
served  through  the  Home  Care  program.  No  current  program  covers  home 
health  services  in  all  circumstances  without  regard  to  income. 
Consideration  of  this  recommendation  requires  further  analysis  of  the 
numbers  of  people  who  need  this  service  but  are  not  eligible  for  it  and  the 
cost  of  serving  them. 

Comment 

Coordinated  Care  Programs  should  incorporate  provider  risk. 

Response 

A  risk  component  of  this  new  model  will  be  considered  after  the  initial 
year  of  the  program.  This  capitation  model  represents  a  new  approach  to 
serving  frail  elders.  Adding  a  risk  component  at  this  time  is  not 
practical  in  view  of  the  lack  of  experience  serving  frail  elders  under  a 
capitation  model . 

Comment 

Financial  incentives  should  be  developed  to  encourage  hospitals  to 
discharge  clients  into  non-institutional  settings  rather  than  nursing 
homes. 
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Response 

Any  examples  of  such  incentives  would  be  welcomed  by  the  Work  Group. 

Comment 

One  presenter  questioned  the  assumption  that  Medicare  will  continue  to 
provide  financing  for  the  home  health  needs  of  many  frail  elders. 

Response 

State  agencies  have  already  observed  shifts  in  clients  among  payors 
because  of  changing  federal  policies  on  home  health  reimbursements.  In 
some  instances,  state  funded  community  services  are  available  to  provide 
needed  care.  Data  on  the  impact  of  changing  federal  policies  should  be 
gathered  to  present  to  appropriate  federal  congressional  and  administration 
officials  to  affect  federal  policy. 

Expansion  of  Non-Institutional  Services 

Comment 

Development  of  a  long  term  care  data  base  should  be  a  priority.  We 
need  more  information  on  the  utilization  of  long  term  care  services  such  as 
an  updated  nursing  home  patient  origin  study.  Data  collection  and  research 
should  be  done  on  a  systematic  basis. 

Response 

Agree. 
Comment 

Service  models  should  have  evaluation  components. 
Response 

Agree. 

Comment 

The  report  does  not  mention  the  role  of  Health  Maintenance 
Organizations  in  long  term  care. 

Response 

Agree.  Note  the  revisions  on  page  19. 

Comment 

EOHS  should  encourage  nursing  homes  to  provide  non-institutional 
services  such  as  physical  therapy,  occupational  therapy,  day  care,  and 
others. 
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Response 

These  services  are  generally  billable  as  ancillary  services.  Separate 
billings  for  occupational  therapy  for  nursing  home  residents  may  pose 
problems  of  double  payments.  State  agencies  are  presently  evaluating 
models  that  address  the  psycho-geriatric  needs  of  many  nursing  home 
residents. 

Comment 

Long  term  care  data  should  be  broken  down  into  geographic  areas. 

Response 

Agree.  The  Executive  Office  of  Human  Services  has  recently  completed 
an  analysis  of  the  availability  of  institutional  and  non-institutional 
services  by  service  area.  This  "Small  Area  Analysis"  model  should  be 
updated  periodically  to  provide  an  accurate  measure  of  the  supply  of  long 
term  care  services. 

Comment 

More  discussion  is  needed  in  the  report  on  the  recommendation  to 
"develop  a  methodology  to  link  the  expansion  of  community  resources  to  the 
formula  for  measuring  the  need  for  institutional  services."  Another 
speaker  asked  if  the  expansion  of  non-institutional  services  was  intended 
to  substitute  for  institutional  service  or  to  simply  expand  and  maintain 
two  parallel  systems.  They  opposed  the  expansion  of  community  services 
without  determining  the  impact  on  the  supply  and  the  cost  of  institutional 
services.  Another  speaker  suggested  that  goals  for  total  state  spending  on 
all  long  term  care  services  should  be  set  so  that  policy  choices  among  the 
types  of  services  could  be  made.  Another  person  suggested  that  any  service 
expansion  should  be  first  determined  to  be  cost  effective.  Savings  from 
the  implementation  of  cost  effective  services  might  be  earmarked  for 
expansion  of  these  services. 

In  general,  the  testimony  supported  a  comprehensive  view  of  long  term 
care  services  that  crosses  agency  programs  and  budgets.  The  testimony 
suggest  that  a  more  total  view  allows  better  allocation  of  resources  and 
more  informed  policy  decisions  about  the  future  and  growth  of  long  term 
care. 

Response 

The  testimony  suggests  that  decisions  about  both  the  supply  and  costs 
of  long  term  care  services  must  be  integrated.  Linkages  between  the  supply 
of  institutional  and  non-institutional  services  must  be  made  to  efficiently 
allocate  scarce  resources.  Decisions  about  the  supply  of  nursing  home  beds 
must  be  made  in  recognition  of  the  availability  of  non-institutional 
services  in  the  service  area.  Locating  alternative  housing  should  be  based 
on  the  need  for  and  availability  of  other  long  term  care  services  in  the 
area.  A  methodology  to  create  the  linkage  is  needed  that  can  be  built  on 
the  work  of  the  EUHS  "Small  Area  Analysis"  model. 
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A  budgetary  perspective  on  long  term  care  services  that  cross  agency 
and  program  lines  would  be  a  positive  development.  It  would  facilitate 
better  planning  and  resource  allocation  among  the  services  that  comprise 
the  continuum  of  care. 

Comment 

Funding  should  be  available  to  reimburse  companion  services. 

Response 

Companion  services  are  presently  available  through  the  Elder  Service 
Corps.  To  expand  this  cost  effective  program,  the  Executive  Office  of  Elder 
Affairs  is  considering  allowing  the  use  of  home  care  funds  to  purchase 
companion  services. 

Comment 

A  sliding  fee  system  should  be  developed  for  all  income  levels. 

Response 

A  revised  graduated  sliding  fee  system  for  home  care  services  is  being 
developed  by  the  Executive  Office  of  Elder  Affairs.  It  will  be  circulated 
for  public  comment  in  the  early  spring. 

Comment 

The  feasibility  of  Home  Care  Corporations  doing  limited  health 
assessments  directly  should  be  considered. 

Response 

The  recommendations  include  provisions  for  Home  Care  Corporations  to 
issue  RFPs  for  joint  health  and  social  service  assessments.  Situations  may 
arise  where  direct  health  assessments  are  necessary  if,  for  example,  no 
agency  responds  to  RFP  or  if  agencies  are  unable  to  perform  the  assessments 
in  certain  circumstances.  In  general,  the  recommendation  attempts  to  make 
use  of  the  existing  capacity  within  home  health  agencies. 

Comment 

Funding  for  health  assessments  for  long  term  care  clients  who  are  not 
eligible  for  Medicaid  or  Medicare  were  not  included  in  the  Executive  Office 
of  Elder  Affairs'  budget  request  for  FY  '86. 

Response 

Elder  Affairs  feels  there  are  sufficient  funds  available  for  this 
purpose  within  the  budget  recommended  by  the  Governor  in  House  1  for  the 
Home  Care  Program  in  FY  '86. 
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Comment 

Several  commentors  addressed  the  need  for  services  to  support  family 
care.  Some  cited  the  lack  of  respite  services  for  non-Medicaid  clients  or 
the  definition  of  respite  care  as  an  array  of  other  services  without 
recognizing  respite  services  as  a  separate  service  with  its  own  staffing 
and  training  needs. 

Response 

The  Executive  Office  of  Elder  Affairs  is  adding  respite  care  as  a  home 
care  services  in  FY  '.85.  Respite  service  will  be  defined  flexibly  to  best 
meet  the  needs  of  caretaker  and  the  client.  Agencies  who  develop  "respite 
workers"  will  need  to  recognize  the  related  training  and  staffing  issues. 
However,  the  service  will  be  flexible  enough  to  allow  the  use  of  existing 
services  to  replace  those  services  rendered  by  the  caretaker  where  this  is 
the  most  appropriate  response. 


Mental  Health 


Comment 


Rest  homes  and  nursing  homes  often  serve  residents  who  have  mental 
health  needs.  The  barriers  to  placement  to  people,  especially  former 
residents  of  state  mental  hospitals,  in  a  nursing  home  or  rest  home  are 
formidable.  These  facilities  need  training  for  their  staff  to  effectively 
deal  with  behavior  problems.  State  regulations  should  require  training  for 
staff  in  these  areas. 

Response 

The  Department  of  Public  Health  will  be  revising  these  regulations 
following  the  analysis  of  this  survey. 

Comment 

Several  speakers  cited  the  lack  of  available  mental  health  counseling 
and  other  psychiatric  services  for  the  elderly  despite  continued  needs. 

Response 

The  survey  issued  by  the  Executive  Office  of  Elder  Affairs  and  the 
Department  of  Mental  Health  has  been  included  in  the  final  report. 

Comment 

Day  programs,  respite  care,  and  alternative  living  arrangements  such  as 
congregate  housing  are  needed  to  serve  clients  with  mental  health  problems. 

Response 

Agree. 
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Comment 

The  long  term  care  system  should  offer  guidance  and  counseling  to 
groups  (like  the  elderly)  with  a  high  incidence  of  suicide  and  alcoholism. 

Response 

These  services  should  be  available  to  frail  elders  who  are  clients  of 
the  long  term  care  system.  For  those  who  may  not  be  frail,  the  services 
should  be  available  from  the  mental  health  system. 

Housing 

Comment 

Elderly  public  housing  may  serve  as  a  more  effective  alternative  for 
nursing  homes  if  the  location  and  needs  of  residents  of  specific 
developments  are  considered  such  as  nearness  to  shopping  and  medical  care. 
We  need  better  data  on  the  current  utilization  of  services  by  public 
housing  residents. 

Response 

Agree. 

Comment 

The  focus  on  congregate  housing  should  include  both  the  cost  and  the 
services  needed  by  residents.  One  speaker  questioned  the  interest  among 
elders  in  congregate  housing  and  asked  if  $66  million  was  too  much  to  spend 
on  congregate  housing  given  the  perceived  lack  of  interest. 

Response 

Once  established,  congregate  housing  units  do  not  have  difficulty 
recruiting  tenants.  The  newness  of  the  concept  in  a  given  community  does 
delay  the  initial  rental  of  units  but  this  does  not  seem  to  be  a  continuing 
problem  among  the  current  projects. 

The  recent  $66  million  housing  bond  will  fund  some  3,000  elderly  public 
housing  units.  Only  between  600  and  700  of  the  units  will  be  congregate 
units. 

The  Executive  Office  of  Elder  Affairs  recently  completed  a  study  of  the 
costs  of  congregate  housing,  including  the  housing  and  service  costs,  and 
the  utilization  of  services  by  residents  of  congregate  housing.  The 
results  are  available  from  Elder  Affairs. 
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Rest  Homes 

Comment 

To  address  the  needs  of  rest  home  residents,  state  regulations  should 
mandate  the  rest  home  staffing  patterns  include  an  activities  director. 

Response 

The  Department  of  Public  Health  will  be  revising  these  regulations.  I 
draft  of  proposed  new  regulations  will  be  available  by  the  summer. 


Employment 


Comment 


One  speaker  felt  the  wage  increase  for  homemakers  had  not  been 
adequately  justified  and  the  differential  for  nights  and  weekends  service 
needed  further  scrutiny.  The  lack  of  availability  of  homemakers  suggests 
that  state  government  consider  hiring  homemakers  to  deliver  the  service. 

Response 

The  recent  increase  in  the  wage  and  benefit  component  of  the  rates  for 
homemakers-home  health  aides  was  adopted  by  the  Rate  Setting  Commission 
after  a  study  of  the  wages  paid  staff  home  health  aides  of  certified  home 
health  agencies.  The  weekend,  evening,  and  night  differential  was 
implemented  after  evidence  presented  to  the  Work  Group  and  testimony 
presented  at  the  Rate  Setting  Commission's  public  hearing  highlighted  a 
shortage  of  homemakers-home  health  aides  at  these  hours.  Although  a 
greater  cost  to  the  Commonwealth,  this  differential  provides  incentives 
that  will  help  ensure  an  adequate  and  qualified  supply  of  homemakers-home 
health  aides. 

Comment 

The  status  of  homemaker-home  health  aides  needs  to  be  changed  to 
recognize  the  value  of  their  role.  They  should  be  seen  as 
paraprofessionals  rather  than  domestic  helpers. 

Several  speakers  commented  on  the  role  and  status  of  homemaker  and  home 
health  aides.  Some  recommended  continuing  education  requirements.  Another 
person  suggested  that  the  role  of  homemakers  be  upgraded  from  domestic 
helpers  to  paraprofessionals. 

Response 

The  Work  Group  agrees  that  training,  standards,  adequate  pay,  and  an 
increased  recognition  of  the  importance  of  homemakers  and  home  health  aiaes 
are  important  issues  that  are  addressed  by  many  of  the  recommendations  in 
the  draft  report. 

Comment 
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